The Therapeutic Gazette 


Whole Series 
Vol. XLVII 








Third Series 
Vol. XXXIX, No. 3 


DETROIT, MICH., MARCH 15, 1923 








Original Articles 





A Symposium on Tonsillectomy and Anesthesia 


General practitioners are often asked by their patients as to the best anesthetic for 
them to have used if the tonsils are to be removed by a specialist, or, in other instances, 
the specialist desires an expression of opinion on the part of the family physician as 
to method of producing anesthesia most suitable for a given case. Sometimes this is 
done as a matter of courtesy and sometimes because in this manner responsibility is 
divided. On the other hand, almost every throat specialist of experience has devel- 
oped very definite views as to the means which he wishes to employ, and usually is not 
willing to alter his routine practice unless some excellent reason can be adduced. 

At the present time, as far as we can determine, specialists are divided about 
50 to 50 as to the relative value of general and local anesthesia, and there is also some 
variance in opinion as to other points in connection with this very live subject. 

For these reasons, the Editors of the GAzETTE have thought it wise to ask a num- 
ber of men actively engaged in throat and nose work to express their views, basing 
their expressions of opinion largely upon the questions given below. We believe that 
our readers will find all the replies interesting and useful, although it would appear 
that, in general terms, the difference of opinion as to the value of local and general 
anesthesia in this collection of views is divided about as we have indicated. 

1. What is the relative safety or danger of general or local anesthesia from the 
standpoint of the agent used? 

2. What is the relative danger of pulmonary or other evil sequences under the 
two methods? 

3. To what degree is pain or mental anxiety suffered or avoided by either method? 

4. What is your view as to the ease, or readiness, with which undue hemorrhage 
can be controlled under one or the other method if bleeding enough to require ligature 
or suture develops? 

5. Which plan is best for children under ten years of age? 

6. Do you use or advise the preliminary use of a narcotic hypodermically? 

%. What is your individual technique and preference as to the anesthetic if you use 
local anesthesia, and what anesthetic do you prefer if you employ general anesthesia? 

8. What is your opinion as to the wisdom of tonsillectomy in the course of acute 
infectious diseases, such as scarlet fever? 


By George M. Coates, M.D., 


Professor of Diseases of the Ear in the Graduate School 
of Medicine, University of Pennsylvania, Philadelphia. 


individually, with due consideration given 
to age, sex, temperament, general physical 
condition, previous experience with ether 


In attempting to decide whether local or 
general anesthesia shall be employed for 
tonsillectomy, no hard and fast rules, ap- 
plicable to all cases, can be laid down, since 
what would be a satisfactory method for 
one patient would be entirely unfit for 
another under different conditions and cir- 
cumstances. Each patient must be studied 


or local anesthesia, to some extent the indi- 
vidual preference of the patient and, to a 
less extent, of the operator. Nevertheless, 
certain broad rules can be given to aid in 
making a choice under differing conditions. 
Most operators have had more experience 
in operating under either local or general 
anesthesia, and will therefore naturally feel 
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more confident when working under the 
more familiar condition. If this is the case, 
in the majority of instances the operator 
should, therefore, select the type of anes- 
. thesia which will allow him to do his best 
and most satisfactory work, irrespective of 
the wishes of the patient, or the possibility 
of slightly more comfort obtained by one 
or the other method. Jf the operator is 
fortunate enough to have had so large an 
experience in operating with either form of 
anesthesia as to feel equally at home with 
his patient asleep or awake, then various 
other factors may influence him in suggest- 
ing or insisting upon either a local or a 
general anesthetic. The following ques- 
tions must be considered in making a de- 
cision, not only in the individual case, but 
in any general rules for guidance: 

Safety of Anesthesia—Ether is quite 
universally considered a safe anesthetic in 
trained hands, although accidents have oc- 
curred, avoidable probably for the most 
part. Chloroform is much less safe, prob- 


ably because there are fewer anesthetists 


expert in its administration. Nitrous oxide 
gas is a reasonably safe anesthetic in those 
over five years of age, although as a general 
thing it is not a comfortable anesthetic to 
work with, too much speed being required, 
and in case of hemorrhage or other delay, 
insufficient anesthesia being obtained to 
complete the operation satisfactorily. 
Local anesthesia is subject to certain 
risks, the chief one being the danger of 
toxic action. Cocaine by injection is dan- 
gerous, although Vail reported in the U. S. 
Navy Medical Bulletin for 1920 over 500 
cases of anesthesia for tonsillectomy by 
cocaine infiltration with but few (and those 
slight) toxic symptoms. Quinine-urea- 
hydrochloride has been abandoned, so that 
procaine and apothesine are considered to- 
day the choice for safety. Isolated cases of 
fatal poisoning are reported from time to 
time (see report of the Committee on Local 
Anesthetics, Section on Otolaryngology, 
American Medical Association, 1920), al- 
though it is possible that many of these 
are due to accident or to some other factor 
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than the toxicity of the drug used. The 
use of adrenalin with the injection is com- 
monly considered to help obviate this dan- 
ger by limiting absorption. 

Another danger encountered in the infil- 
tration method is that of deep cervical 
infection attended by dangerous symptoms 
or even fatal issue. According to Wood, 
who reported several such cases to the 
American Laryngological Association in 
1922, this complication is caused by carry- 
ing infected material from the throat or 
tonsil on the point of the needle through 
the superior constrictor muscle so that in- 
fection, when it develops, travels down- 
ward beneath the deep cervical fascia. In 
the opinion of the writer this danger can 
be largely avoided by a properly developed 
technique of injection consisting in the use 
tf known sterile solutions and instruments, 
proper preoperative oral antisepsis, paint- 
ing the, pharynx with iodine immediately 
before injection, taking care that the inject- 
ing needle does not traverse any portion of 
the tonsil, and that it is not inserted so 
deeply behind the tonsil as to penetrate the 
superior constrictor muscle. 

The danger of pneumonia and lung ab- 
scess developing after ether anesthesia is 
now well known, but until recently this 
possible sequel was considered negligible 
where a local anesthetic was employed. 
Recently Wm. F. Moore has collected a 
number of cases that seem to disprove this 
view, but even then there is certainly much 
less danger from lung abscess with the lat- 
ter method. 

In a pulmonary case, bronchitis, tuber- 
culosis, bronchiectasis, and also probably in 
nephritis, ether is contraindicated, but local 
anesthesia in no sense aggravates the con- 
dition. On the other hand, heart cases, 
even those with failing compensation, do 
remarkably well with ether, provided the 
operation is expeditiously done and the 
anesthesia is light, as it should be. A bad 
heart, however, adds a risk to local anes- 
thesia that had best be avoided. Such 
cases may be more susceptible to a possible 
toxic action of the drug, but cases of un- 
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complicated high blood-pressure as a rule 
do not cause trouble. Cases of persistent 
enlarged thymus are more safely operated 
upon under local anesthesia. 

Everything being considered, it would 
seem that there are dangers to be encoun- 
tered in either type of anesthesia selected, 
and there is probably not much difference 
between them in this respect. Either 
method is reasonably safe if skilfully ad- 
ministered and due consideration given to 
avoid possible errors. 

When ether is administered the patient is 
free from all pain, physical or mental, at 
the time of the actual operation, but suffers 
more or less discomfort during the induc- 
tion of and recovery from anesthesia. The 
amount of this discomfort differs markedly 
in various individuals, but is usually con- 
siderable. Patients who have had ether 
previously can usually accurately judge this 
probable discomfort. To this is added 


twenty-four hours’ starvation previous to 
operation, and more or less symptoms of 


acidosis. A patient about to have a local 


anesthetic eats the regular meals up to 
operation time, and not infrequently is 
able to even eat a meal after operation be- 
fore the anesthesia has disappeared. Star- 
vation time is thus naturally decreased, 
which is conducive to the comfort of the 
patient. There is no difference in the after- 
operation pain and soreness in either case, 
but the patient who has had local anesthesia 
is spared the oftentimes prolonged ether 
sickness, accentuated by the presence of 
swallowed blood. 

The mental attitude of the patient must 
be carefuly considered, and no patient 
urged, without good and sufficient cause, to 
have local anesthesia, when there is a dis- 
tinct and persisting dread of operation while 
awake. It is not bad practice, in any case, 
to administer a preoperative hypodermic of 
morphine and atropine, or of hyoscine 
hydrobromate, or a tablet of the latter 
can be dissolved beneath the tongue as 
suggested by Vail. Such administration 
undoubtedly makes the patient more com- 
fortable mentally, makes the operation more 
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easily carried out, as gagging is minimized, 
probably acts as an antidote to the anes- 
thetic, and has no contraindications beyond 
such as apply to any administration of 
opiates in given cases. It is by no means 
necessary, however, in the majority of 
cases, although in the army, during the war, 
where local anesthesia work became most 
popular, in certain types of men and in 
soldiers from certain localities, it became 
an almost necessary routine. The mental 
attitude of the patient, as well as his be- 
havior during operation, depends largely 
upon the skill of the operator in keeping 
up his morale and in “jollying him along.” 
Many operators who have developed this 
psychological method rarely need opiates. 

Undue hemorrhage is slightly more easily 
checked with the patient unconscious than 
when awake, but the difference to the skilled 
operator is slight. The immediate loss of 
blood, except in the La Force operation, is 
always greater when ether is used, since 
the adrenalin combined with the local anes- 
thetic frequently makes the “local tonsil- 
lectomy” a bloodless operation. An hyster- 
ical patient who is bleeding is a difficult 
subject to control, but immediate hemor- 
rhage can be checked under local anes- 
thesia quite satisfactorily by pressure, by 
clamping and tying the vessel, or, most 
easily, by suture of the pillars. 

As a rule, local anesthesia should be used 
in children under ten years of age, or 
indeed up to fifteen or sixteen, only for 
good and sufficient reasons. It is more of 
a mental strain on the young child than the 
brief fight against ether, the anesthetic is 
possibly more dangerous, the accompany- 
ing adenoid cannot be anesthetized and 
satisfactorily removed, and very little is 
gained, as the child, as a rule, reacts from 
ether with much less discomfort than the 
adult. In case of necessity, if the operator 
can give the little patient confidence, as he 
should be able to do, local anesthesia ton- 
sillectomy (without adenoidectomy) can be 
successfully done at ages much less than 
ten years, but much depends upon the 
operator's skill in winning the confidence of 
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the child, in rousing his courage, allaying 
his fear, and in securing his codperation. 
‘Of course, small doses of weak solution 
must be used and ample time allowed for 
them to become effective; and no opiate 
should be administered. 

The technique found most satisfactory to 
the writer, and by the use of which he can 
‘promise a practically painless operation in 
nearly all cases except those in which there 
are dense fibrous masses in the peritonsillar 
spaces, the sequela of old quinsies, is to give 
‘a preliminary hypodermic of morphine and 
atropine, or of hyoscine hydrobromide. A 
rigidly aseptic technique should be em- 
ployed throughout both in regard to the 
‘operator and patient. Sterile gowns on 
operator and patient, sterile hoods, sterile 
gauze handkerchiefs are used. Teeth are 
brushed and the mouth cleansed. The 
pharynx is swabbed carefully with ten-per- 
‘cent cocaine solution, all excess being im- 
mediately expectorated. If gagging is bad 
enough to need controlling, which is rare, 
the posterior palatine nerve may be easily 
blocked at the posterior palatine foramen. 
This takes but an instant. The lower pole 
of each tonsil adjacent to the tongue is 
somewhat desensitized by holding a cocaine- 
moistened cotton swab in these positions 
for a few minutes. The tonsils and 
pharynx are now painted with iodine solu- 
tion. From one to two drachms of a 
¥%- to 1-per-cent procaine or apothesine 
solution with one drop of 1:1000 adrenalin 
hydrochloride to each drachm is used for 
each tonsil. But one injection per tonsil is 
made as a rule, the rather stout, short, 
not too sharply pointed needle being made 
to lift the edge -of the anterior pillar 
with its point, which then passes easily 
between capsule and pillar to the middle of 
the external surface of the capsule, where 
the whole amount of solution is slowly 
delivered. Usually by the time the second 
tonsil is injected, the patient experiences 
marked difficulty in articulation and anes- 
thesia is complete. In any case operation 
can be started immediately with but little 
pain, or five minutes may be allowed for 
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more complete anesthetization. In operat- 
ing under local anesthesia, the operator 
should work rapidly but without the appear- 
ance of hurry and without attempting to 
be spectacular. He should converse quietly 
and cheerfully with the patient during 
operation. Other things being equal, the 
most rapid method should be employed. A 
tonsillectomy on the average throat may be 
done with ease in one or two minutes, the 
strain on the patient being in direct propor- 
tion to the amount of time consumed. 

If, for any reason, cocaine, procaine, 
apothesine or similar drugs seem contra- 
indicated, a satisfactory, although not so 
complete, anesthesia may be obtained by 
the use of normal saline solution alone, as 
employed by Ersner and the writer. The 
anesthesia so obtained is pressure anes- 
thesia, from three to four drachms of solu- 
tion being necessary for each tonsil. This 
anesthesia is very evanescent, lasting but a 
minute, so that speed in operating is requi- 
site, and each tonsil must be injected and 
operated upon separately. This anesthetic 
must be considered, it would seem, almost 
absolutely safe. 

Tonsillectomy during acute infections of 
any character is rather a hazardous pro- 
cedure owing to the presence of micro- 
organisms of increased virulence, to which 
the body has established but little adequate 
resistance. The shock of operation, how- 
ever little it may be, reduces bodily vitality 
appreciably and accounts, possibly, for 
some disastrous results where operation 
has followed too closely one of the acute 
exanthemata, an acute rhinitis or sinusitis, 
a bronchitis, or even a supposedly quiescent 
tubercular pulmonary lesion. Operating 
under any of the conditions enumerated 
above, except the last, seems to lay the. 
ears open to increased danger of infec- 
tion. When ears are infected in this man- 
ner the infection is particularly prone to 
run a virulent course, with such sequele 
as mastoiditis, sinus thrombosis, and men- 
ingitis. It would seem unwise to take this 
risk, although it has been done many times 
successfully, and possibly shortens con- 
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valescence. Tonsillectomy for diphtheria 
carriers and those showing positive cul- 
tures weeks after the acute infection has 
subsided is entirely justified and without 
danger. 

When asked by patient or physician for 
advice as to choice of anesthetics, the 
writer first endeavors to ascertain whether 
there is any contraindication or objection 
to the use of either type in the given in- 
stance. If none exists, he discusses the 
matter with the patient, showing the ad- 


vantages and disadvantages of each method, 


and tells the patient that he has himself 
had his tonsils removed satisfactorily with 
local anesthesia. If the patient decidedly 
objects to one method, he is not ordered to 
accept it. If the patient is a healthy minded 
adult and leaves the choice to the surgeon, 
local anesthesia is recommended as being 
on the whole more comfortable to the pa- 
tient. To the operator personally it is a 
matter of indifference, as far as his com- 
fort is concerned. 


By J. Leslie Davis, M.D., F.A.CS., 


‘Consulting Laryngologist and Aurist to St. Agnes and 
St. Mary’s Hospitals, Philadelphia. 

In response to your kind request I take 
pleasure in submitting herewith an expres- 
sion of my views upon the relative value 
of general and local anesthesia during the 
operation of tonsillectomy. 

I shall declare my position at the outset 
in favor of general anesthesia for all cases 
that are physically fit to be operated upon 
at all, regardless of the age of the patient 
or the type of tonsils to be enucleated. 

Even before the introduction of the very 
helpful modern gas-oxygen-ether devices, 
which are so universally employed to-day 
‘during the induction stage of narcosis, my 
preference was ether, since it lent greater 
facility to my operative technique. I feel 
sure that I began without prejudice, as to 
option between the two methods, and I 
think that I maintained the same open- 
minded attitude throughout my earlier years 
of practice, willing at any time to be con- 


vinced of any superiority of the local 
method in even certain selected cases, 
though, frankly, the determining factor 
when local anesthesia was used was prob- 
ably more often the patient’s choice rather 
than any predetermined judgment on my 
own part. Furthermore, as time went on 
and my experience grew, notwithstanding 
the fact that I was becoming convinced that 
general anesthesia should be insisted upon 
for the sake of both patient and operator, 
I still occasionally felt some misgiving as to 
whether one were justified in refusing a 
patient an option when a decided prefer- 
ence for the local method was expressed, 
in view of the fact that so large a percent- 
age of the profession seemed to favor it, 
so I was reluctant to forsake the policy of 
indifferent acquiescence. But growing more 
and more uncomfortable in this unsettled 
attitude, with further observation I finally 
changed my position of casual preference 
for general anesthesia to one of firm con- 
viction, and thenceforth consistently re- 
fused to remove tonsils for any one of any 
age under any form of anesthesia other 
than ether (gas-oxygen-ether induction), 
unless there existed some real contraindi- 
cation to general anesthesia, and of these I 
found but very few. To that conclusion I 
have held steadfastly for the past ten or 
twelve years with increasing conviction of 
its justification. In fact, to-day, I hold 
even a more radical view than that—to the 
point of maintaining that any one whose 
physical condition is such that a skilfully 
administered general anesthetic could not 
be ventured with a reasonable degree of 
safety, is also not a safe risk for a local 
anesthetic, the procedure of choice in such 
a case being abstinence from surgical inter- 
ference regardless of the state of the 
tonsils. 

This statement is made deliberately and 
not as a mere passing allusion. I entertain 
no fanciful confidence in the universal 
safety of inhalation anesthesia; I am not 
unmindful of the variableness in the quality 
of agents used; I have witnessed too often 
the entrusting of anesthesia responsibility 
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to inexperienced and unskilful anesthetists ; 
I admit the occasional existence of absolute 
contraindications to any form of general 
anesthesia ; I have never lost a patient from 
the effects of general anesthesia, nor have 


I lost one from the effects of local anes-. 


thesia. As a matter of fact, I have had 
more incidents arise in the course of opera- 
tions under general anesthesia that might 
have terminated fatally, had they not been 
promptly detected and competently handled, 
than I have ever seen in the course of local 
anesthesia cases, but they were clearly inci- 
dents that might easily have been obviated 
by a little closer attention to details. 

And yet, from the standpoint of safety 
alone, to take up the first of the eight ques- 
tions submitted, I believe there are so many 
more potential dangers in the use of local 
anesthetic agents than from the administra- 
tion of ether by inhalation, that were this 
the only point of advantage I still should 
choose general anesthesia as a routine. So 
far as the reliability of the anesthetist is 
concerned the incidence is probably about 
the same in either method. 

Technique in the administration of a gen- 
eral anesthetic and the general management 
of the patient prior to, during and after 
operation are paramount in importance, 
and do not come within the scope of the 
points under discussion; but wherever the 
subject is mentioned in any form this gen- 
eral principle can be counted timely and 
in order that while every one who under- 
takes to administer an anesthetic for any 
purpose should conscientiously recognize a 
moral obligation throughout every step of 
the performance, it is incumbent with spe- 
cial emphasis if the anesthetic be for the 
removal of tonsils. Just as the throat sur- 
geon is admonished to regard every tonsil- 
lectomy as a major operation, so should 
every anesthetist for this. operation execute 
his task with all the possible dangers in 
mind, and with all the factors of safety in 
hand. And yet, however capable may be 
the anesthetist for any case, tonsillectomy 
is one operation in which the operator 
should hold himself even more responsible 
for the manner of administration than he 
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does the anesthetist. He, if observing (and 
if he is not he should be otherwise em- 
ployed than in throat surgery), is better 
able to know the condition of the patient, 
what he is trying to accomplish, and how 
much farther he has to go. Here, I believe, 
as in no other operation, is team-work with 
anesthetist and surgeon so important. 

Specific dangers that I would fear from 
local anesthesia “from the standpoint of 
the agent used” are: (a) The incidence 
of accidental use of an unintended agent— 
such as cocaine for novocaine—and errors — 
in dilution. (b) In the cases of patients 
susceptible to the drug employed, the action 
of the poison is too swift for any antidote 
treatment; also, the drug is not injected in 
a way to determine the patient’s degree of 
tolerance, the measure of any given solu- 
tion used being based upon the supposed 
quantity necessary to produce anesthesia. 
(c) The solution is usually injected not 
only superficially but deeply into the ton- 
sillar and peritonsillar tissues, which ab- 
sorb rapidly, besides there being a possibility 
of some time depositing not only the solu- 
tion directly in the blood stream, but also 
septic material carried in the needle after 
being collected in its passage through a 
pocket of pus in the tonsil. 

As to the relative danger of pulmonary 
or other evil sequences under the two 
methods: (a) Recent researches in the 
field of pulmonary complications following 
all lines of surgery seem to show that such 
complications may develop without regard 
to whether general or local anesthesia is 
used, or even without any anesthetic, which 
is a great surprise to many, so that influ- 
ences other than anesthesia must be sought 
—and are being found—to explain them. 

There is no question but that ineffective 
control of hemorrhage, permitting aspira- 
tion of clots with septic tonsillar débris (a 
condition by no’ means confined to general 
anesthesia), has been the cause of many 
pulmonary infections; but with the compe- 
tent use of suction apparatus, supple- 
mented by dexterous sponging, during the 
operation, such a thing should not occur. 

In this connection I should like to refer to 




















what I believe to be an unmistakable error 
on the part of some writers during the past 
few years in attributing the occurrence of 
lung abscesses and other less serious com- 
plications to the use of suction apparatus, 
and that of including power-driven ether 
vapor as an accessory to the offense. The 
modern combined apparatus for the ac- 
complishment of these two functions I be- 
lieve to be one of our most beneficent ad- 
juncts to safe and superior surgery. The 
fallacy of their condemnation lies in the 
failure to differentiate between competent 
and incompetent use of the apparatus. 
Another theory which has been advanced in 
the groping for some mysterious cause of 
post-tonsillectomy lung abscess is that the 
elimination of the tonsil reduces in some 
way certain bactericidal influences that pre- 
viously existed, thereby permitting some ab- 
normal process of infection and dissolution 
within the pulmonary tissues. To this 
theory my observation does not permit me 
to subscribe, choosing rather to believe that 
at least a majority of lung abscesses fol- 
lowing tonsillectomies are the result of 
direct aspiration of septic débris expelled 
from tonsils, usually in connection with 
clotted blood, which, becoming lodged 
within one or more bronchial tubes, starts 
a focus of infection which follows a natural 
course, the extent being determined by the 
patient’s powers of resistance and the 
effectiveness of relief measures applied. In 
my own practice of twenty years, if I may 
be pardoned the statement as illustrative of 
my faith in what I have believed to be rea- 
sonable care and precaution, I am not aware 
of having had a case of lung abscess fol- 
lowing tonsillectomy in over six thousand 
cases. I have had two fatalities, however, 
from pulmonary complications—one follow- 
ing general anesthesia and the other fol- 
lowing local—that might not inappropri- 
ately be mentioned briefly in this connection, 
though in neither case could the complica- 
tion be attributed to the anesthetic. 

Case 1—A young lady about seventeen 
or eighteen years of age, operated on in 
1904, under ether anesthesia, for adenoids. 
The adenoid tissue having persisted beyond 
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the usual age of absorption and shrinkage, 
was firmer and more organized than usual, 
and on removal was followed by such per- 
sistent hemorrhage that the nasopharynx 
was packed with gauze. On removal of the 
packing the following day the hemorrhage 
recurred to such a degree that the naso- 
pharynx was again packed and allowed to 
remain forty-eight hours (a mistake learned 
by sad experience), at which time, when 
removed, there was no recurrence of hem- 
orrhage, but both ears had become involved 
in a purulent infection from the too long 
retained packing. Up to this time the pa- 
tient had not exhibited any indication of 
pulmonary involvement, but on the day 
thereafter, the fourth day after operation, 
she developed septic pneumonia, and though 
given the most skilful attention by experi- 
enced internists, the patient died one week 
later. The practical lesson to be learned 
from this case is that an acute septic 
process developing in the site of operation 
in or about the upper respiratory tract 
offers a more perilous predisposing influ- 
ence toward pulmonary infection than any 
possible hazard occasioned by the inhalation 
of ether vapor. 

Case 2.—A maiden lady of seventy-one 
years of age; operation for tonsillectomy, 
January, 1922, under local novocaine anes- 
thesia. The patient had been suffering 
various discomforts for the past year, re- 
garded by her physician as due to focal 
infection aggravating chronic heart and 
kidney disease. Her tonsils, of medium 
size, showed unmistakable septic activity. 
The unfavorable features regarding the 
removal of her tonsils were recognized and 
discussed, but on the ground that the prog- 
nosis without operation was bad on account 
of cardiorenal aggravation, the removal of 
her tonsils was decided upon. An un- 
usually small amount of novocaine solu- 
tion was employed, and the operation was 
easily accomplished; there was lost not 
more than a drachm of blood from each 
tonsil (without a particle of bleeding sub- 
sequently), and the patient not only stood 
the operation well but continued to pro- 
gress satisfactorily in every way for about 
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thirty hours, and then very rapidly devel- 
oped acute pulmonary edema. Through 
drastic treatment the lungs cleared up con- 
siderably during the following day, but the 
improvement could not long be maintained, 
and after three days with occasional rallies 
the patient died. 

Comment: Not the slightest blame could 
be attached to the local anesthetic. Had 
the patient been operated upon under gen- 
eral anesthesia there is no thought that the 
eventual result could have been altered, and 
the fatal termination might have been even 
more precipitate; but the pulmonary com- 
plication, without a doubt, would have been 
generally attributed to inhalation anes- 
thesia! Therefore my dictum, as above 
stated, that any patient whose physical 
condition is such that a skilfully adminis- 
tered general anesthetic cannot safely be 
ventured for the operation of tonsillectomy 
is also an equally grave risk for local anes- 
thesia, and the procedure of choice is to 
refrain from any surgical interference re- 
gardless of the state of the tonsils. 

With these two exceptions, I have never 
had more than a slight temporary bronchial 
irritation follow a general anesthetic, and 
even that with exceptional rarity. 

On the other hand I have seen frequent 
instances where after postponing operation 
for tonsillectomy for weeks or even months 
because of a persistent bronchial irritation 
and cough without succeeding in clearing 
up the annoying complications, the patient 
was finally operated upon under ether, not 
only without the slightest aggravation of 
the bronchial symptoms but with their 
prompt relief. The natural inference in 
such cases is that the focal infection within 
the tonsils had been the cause and the per- 
petuating source of the bronchitis. Do not, 
however, take the citation of this class of 
cases to mean that one should disregard 
even the slightest respiratory derangement 
without a careful investigation of its char- 
acter and its probable source. 

As to the pain or mental anxiety suf- 
fered or avoided by either method I think 
that the decision by all means is in favor 
of the general anesthetic, for patients of 
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any age and for all types of tonsils. There 
is, of course, no pleasure to the average 
individual in the prospect of “taking ether,” 
and yet it is exceptional, at the present day, 
following skilfully administered gas-oxygen- 
ether, for the patient not to remark that 
the anesthetic was more agreeable than 
was expected. Handed down from an 
earlier period when ether was administered 
straight, or in combination with alcohol and 
chloroform, without preliminary gas, and 
usually by one wholly untrained and inex- 
perienced in the art of anesthesia, whose 
only credentials of fitness for the under- 
taking was the possession of a medical 
diploma, it is not unnatural that there still 
might remain in the mind of some a dread 
of ether anesthesia as something akin to 
torture. Add to these inherited impressions, 
the frequent fear that they will “never 
wake up,” because their physician, well 
meaning but inexperienced, perhaps, in the 
recognition of actual contraindications to 
modern skilled anesthesia, has gravely 
warned them that they could never take an. 
anesthetic because of a heart murmur (with 
perfect compensation), or probably some 
renal disturbance that was of short dura- 
tion, etc., and we have the principal influ- 
ences that prejudice a large number of 
adults against general anesthesia. Any such 
report of contraindications must be care- 
fully looked into, not only as a routine to 
detect any actual complication, but it must 
also not be forgotten that fear has a very 
unfavorable influence upon any subject for 
anesthesia and should be tactfully dispelled. 

On the side of local anesthesia there is 
an inherited erroneous impression, also, but 
of the reverse order. The earlier use of 
local anesthesia, and for many years there- 
after, was entirely for minor surgical opera- 
tions, till the impression became general 
that if the operation could be done with 
cocaine, or any allied agent, it was evidently 
a simple operation, hence not to be given 
serious consideration. I fear that advan- 
tage has been taken all to frequently of 
this factor by the inexperienced or the 
none-too-scrupulous doctor in permitting 
or even persuading patients to undergo an 























operation for removal of tonsils in the 
office, under the impression that it was a 
minor operation because it could be done 
with local anesthesia, and thereby save 
them the loss of time which going to a 
hospital would incur. A sad disillusion- 
ment is sure to follow such a practice. 

I cannot believe that any locally injected 
anesthetic for tonsillectomy by the most 
expert can possibly be consummated, even 
in adults, with as little discomfort and 
mental anxiety as is common following 
competently administered nitrous-oxide- 
oxygen-ether, not to mention the difference 
in discomfort following the operation, and 
for children “under ten years of age” I do 
not believe it is advised by even its most 
enthusiastic exponents. 

An important point in the advantage of 
general anesthesia is embodied in the 
fourth question, namely, “the ease or 
readiness with which hemorrhage can be 
controlled.” The method of choice for the 
control of hemorrhage after tonsillectomy 
is ligation of the vesséls (not the suturing 
of pillars and other even less justified prac- 
tices), and it is desirable in locating those 
vessels to be able to inspect the whole ton- 
sillar fossa without disguised or altered 
appearance, such as is produced by edema 
and infiltration associated with local anes- 
thesia, and which, following reaction or 
absorption, may be accompanied by second- 
ary hemorrhage. If any steps are needed 
for the control of hemorrhage, by all means 
take them at the time of operation, and even 
better than checking actual or expected 
hemorrhage, obviate it by ligating these 
vessels from which, through experience, 
subsequent bleeding has been found most 
frequently to emanate. To accomplish the 
technique required therefor, general anes- 
thesia has every advantage both for the 
patient’s comfort and the surgeon’s con- 
venience. 

The preliminary use of a narcotic hypo- 
dermically was for some years a part of 
my routine but was eventually discontinued, 
except in an occasional selected case, for 
several reasons: 
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1. If a patient be discreetly handled in 
the preliminary discussion of and prepara- 
tion for the anesthetic and operation, the 
element of anxiety or fear can usually be 
dispelled, or, even better, prevented. 

2. Under a competently managed anes- 
thetic the patient can be kept in a more 
pliable stage, favorable alike to operative 
technique and all factors of safety. The 
desirable depth of anesthesia is that in which 
the troublesome reflexes of struggling and 
nausea are abolished, but in which a pro- 
tective degree of the laryngeal and tracheal 
reflexes are preserved. 

3. An early return to consciousness and 
normal reflexes is desirable following opera- 
tion in order that the chest may be cleared 
of mucus, and that with the deeper re- 
spiratory function normal oxidation of the 
blood may be resumed. 

4. That the patient’s physical repair 
process following anesthesia and operation 
will undoubtedly be more resilient if the 
excretory or eliminating mechanism be un- 
hampered by opiates. 

5. Finally, if the patient is going to be 
given a sedative at all, I would far rather 
reserve it for the more or less restless hours 
of the first night after operation. 

As to “tonsillectomy in the course of 
acute infectious diseases, such as scarlet 
fever,” I have not had personal experience, 
but am inclined to regard its proposal as 
unwise on account of the greater danger of 
sepsis in the fossz and probable subsequent 
respiratory complications. In operating on 
a series of mastoid cases following scarlet 
fever some years ago at the Philadelphia 
Municipal Hospital, I found it practically 
impossible to prevent sloughing of the 
operative incision in spite of every care 
and precaution that could be given prior to, 
during, and after operation. Every patient 
operated on made an eventual recovery, but 
the after-treatment was protracted and the 
scarring extensive. 

What, then, is the answer to the problem 
of anesthesia for tonsillectomy ? 

It is indeed a very important one to solve, 
and to those who have not worked it out by 


162 


experience to their satisfaction I would 
suggest the following analysis upon which 
to reflect: 

1. Tonsillectomy, the most frequently 
performed operation to-day, requires some 
form of anesthesia. 

2. The anesthetic is required for the sake 
of both patient and surgeon; what should 
it accomplish for each? From the stand- 
point of the patient: 

(a) It should have as few disagreeable 
features in its administration as possible. 

(b) It should have the highest degree of 
safety commensurate with its intended 
function. 

(c) It should make possible a painless 
operation, and add nothing to the natural 
discomfort in or about the wound after 
operation. 

(d) It should protect from excitement, 
shock, or anxiety throughout the operation. 

(e) It should afford opportunity for the 
most perfect result of operation possible. 

(f) It should be followed by natural and 
uninterrupted convalescence from the result 
of operation. 

From the standpoint of the surgeon the 
anesthetic should: 

(a) Permit unhindered approach to the 
field of operation. 

(6) Not alter the condition of the struc- 
tures to be cut, nor of the surrounding or 
enveloping membranes and muscles, which 
must remain intact and in the most per- 
fectly functioning condition and position 
following recovery from the operation. 

(c) Certain blood-vessels must necessar- 
ily be severed, and any severed blood-vessel 
is a potential source of hemorrhage—in de- 
gree according to size of vessel—unless the 
open ends of the vessels be closed by natural 
contraction of tissues, by clot or fibrin 
formation, by artificial pressure, or by liga- 
tion. 

If, then, artificial means of checking or 
preventing hemorrhage is advisable, an 
anesthetic should facilitate and not hinder 
the process. 

(d) Finally, the anesthetic, besides facil- 
itating the accomplishment of the most 
perfect operative result and being effective 
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to the end of the surgeon’s technique, must 
leave the surgeon’s own mind free from 
anxiety and worry in respect to the patient’s 
comfort and safety during operation and 
throughout the period of convalescence. 


By H. H. Lott, M.D., 
Operating Chief, Laryngological Dispensary, Jefferson 
Hospital, Philadelphia, Pa. 

The Editors of the THERAPEUTIC Ga- 
ZETTE have formulated so well the funda- 
mentals of this important question that I 
am glad to present the following categoric 
formulation of my personal views on this 
subject: 

1. As operating chief in the Laryngolog- 
ical Department at Jefferson Hospital, I 
have never had any serious symptoms when 
ether, chloroform or novocaine, alone, were 
used; therefore my belief is that so far as 
these agents, used singly, are concerned, 
there is no difference in mortality. We do 
not use cocaine nor any form of mixed 
anesthesia. 

2. So far as I know I have not yet had 
any pulmonary complications; but statis- 
tics of over 200 cases of post-tonsillectomy 
pulmonary abscess collected by one of 
our laryngologists, Dr. William F. Moore, 
indicate conclusively that this complication 
is of aspiratory, not hematogenous, origin. 
Therefore I believe that abolition of the 
protective pharyngeal, laryngeal and cough 
reflexes by general anesthesia, or, as indi- 
cated by Dr. Moore, by swabbing the 
pharynx with cocaine, involves a greater 
risk of producing pulmonary abscess than 
our method of deep injection of novocaine, 
which does not abolish those reflexes. 
When a tonsil, even a normal tonsil, is 
manipulated a quantity of potentially in- 
fective material is squeezed out. At op- 
eration this infective material enters the 
blood and secretion. It is always a great 
satisfaction to see all this infected, potential 
culture medium expelled by the inhibited 
natural protective pharyngeal, laryngeal and 
cough reflexes when novocaine is used. I 
cannot help feeling my patient is running 
less risk than when all of these reflexes are 
paralyzed for nearly an hour. 



































3. Except in a very neurotic patient I 
believe local anesthesia causes a little less 
mental anxiety and suffering than ether. 
On the one hand the patient has the dread 
of ether, the discomfort of taking it, and 
the postoperative annoyance. On the other 
hand he has some slight pain and a little 
discomfort for five or six minutes when the 
operation is being performed. I have been 
assured by many patients that the discom- 
fort or annoyance during operation under 
novocaine is not as great as having a sen- 
sitive tooth filled, for which no one takes a 
general anesthetic, and bilateral tonsillec- 


tomy takes less time than the preparation 


of one dental cavity. The local postopera- 
tive discomfort in the throat is just as much 
after the operation whether it be done under 
local or general anesthesia ; but on the testi- 
mony of the patients as to the subjective 
point of view, I should say there is a vast 
difference between the post-ether wretched- 
ness and the reaction-free condition after 
novocaine. 

4. In the event of hemorrhage sufficient 
to warrant suture or ligature a general anes- 
thetic is preferable, but I do not allow this 
to influence me in the choice of an anes- 
thetic for the operation itselt; because 
hemorrhage is so very rare that it would 
be unnecessarily subjecting hundreds of 
patients to ether for an anticipated accident 
that never happened to them. I do not 
believe in crossing the bridge until I come 
to it. So far I have had but one postopera- 
tive hemorrhage requiring suture or liga- 
ture, though doing 15 or 20 tonsillectomies 
a week, week in and week out. 

5. In children under ten years of age I 
always use general anesthesia. 

6. When a local or general anesthetic is 
given I usually order a narcotic in dosage 
insufficient to abolish the cough reflex. 

?. My method for local anesthesia is by 
a four-point injection for each tonsil, using 
a one-per-cent solution of novocaine. 

First injection, superior fossa; second, 
along the margin of the anterior pillar; 
third, in the posterior pillar; fourth, at the 
base of the tonsil. All injections go through 
the tonsil to the muscle beneath and are 
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given at an angle so that the ring of anes- 
thesia is about twice the circumference of 
the base of the tonsil. I never use cocaine 
or adrenalin. 

When general anesthesia is required ether 
is my choice, except in cases in which there 
exists some contraindication such as pul- 
monary or renal disease, when I prefer 
chloroform. In either case the chosen 
anesthetic agent is given alone, not as a 
sequence to gas, ethyl chloride, or other 
preliminary. 

8. In regard to the advisability of ton- 
sillectomy during the course of acute in- 
fectious disease, each case is a law unto 
itself. If the tonsils are in any way diseased 
to such an extent that they would hinder 
the recovery of the patient or would exag- 
gerate the condition that is present, they 
should be removed at once, as the shock of 
the operation is deemed much less harmful 
to the patient than the continuance of the 
infection caused by the tonsils. -Recently 
I operated upon a case of acute rheumatic 
fever during the height of the febrile stage 
with a most gratifying result in the prompt 
cure of the patient; but I would not go so 
far as to say that this should always be 
done. As with appendicitis, an interval 
operation is preferable in the absence of 
urgent indications. 


By George B. Wood, M.D., 
Laryngologist to the Polyclinic and Howard Hospitals, 
Philadelphia. 

As I have rather positive opinions as to 
the question of anesthesia in tonsil opera- 
tions, it rather delights my soul to have the 
privilege of informing you what’s what in 
this regard. 

As far as my personal knowledge is con- 
cerned, there have been a great many more 
fatalities following the use of local anes- 
thesia than there have been’ from general. 
The danger of serious local infections is 
much greater after a local anesthesia than 
after generat, though pneumonia and pul- 
monary abscess are probably more frequent 
following general anesthesia, for there have 
been a number of cases reported of pul- 
monary abscess when done under local. I 
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believe that the patient is as greatly shocked 
and upset by the local operation as by the 
general, and at times much more so. There 
is no question in my mind that hemorrhage 
can be more easily controlled under general 
anesthesia than it can under local. I can- 
not conceive of a case in which I would 
give my approval for the use of local anes- 
thesia in children. In adults, the use of a 
preliminary dose of morphine and atropine 
is, at times, advisable. If local anesthesia 
is used, I believe the injection of the pillars 
of the fauces with novocaine, without 
adrenalin, the safest and best technique. 
For general anesthesia, I unquestionably 
prefer ether, though in patients over 
twelve years of age I usually begin the 
anesthesia with nitrous-oxide. I believe 
that a physician could be justly sued for 
malpractice if he removed the tonsils dur- 
ing an acute infectious disease, such as 
scarlet fever, if any serious accident oc- 
curred. I do not include under this cate- 
gory of infectious digeases acute tonsillitis, 


as occasionally operation is necessitated by 
the enormous enlargement which may very 
rarely occur. It is probable, however, that 
in even these cases tracheotomy is the bet- 
ter method of giving relief to the dyspnea. 


By Francis R. Packard, M.D., 


Laryngologist to the Pennsylvania Hospital, Philadelphia. 


In reply to the questions contained in 
your letter of November 8 the following 
are my views: 

1. I believe that in most cases general 
anesthesia is safer than local for the re- 
moval of the tonsils for the following 
reasons, which practically answer ques- 
tions two, three, four, and five: 

2. I think that the danger of pulmonary 
complications is much less in the recum- 
bent position of general anesthesia than 
when the patient is upright, a position 
which in my opinion is to be avoided on 
account of the danger of aspiration pneu- 
monia. 

3. General anesthesia is much less pro- 
vocative of mental anxiety, and of course 
there is practically no pain attached to it. 
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4. Hemorrhage is much more readily 
controlled under general anesthesia than 
under local, and I think it is less apt to 
occur because the patient’s circulation is 
not stimulated through mental or other 
causes. 

5. Children under ten years of age should 
always have a general anesthesia, in my 
opinion. 

6. It is my custom to give a hypodermic 
of morphine and atropine prior to every 
tonsillectomy in patients over twelve years 
of age. 

7. For general anesthesia I use nitrous 
oxide followed by ether, administered with 
some form of vapor apparatus combined 
with a suction tube. 

8. I think tonsillectomy is absolutely 
contraindicated in the course of any in- 
fectious disease which involves the respira- 
tory tract, such as scarlet fever. 


By Curtis C. Eves, M.D., 


Otolaryngologist to the Pennsylvania Hospital, 
Philadelphia. 


I think that ether anesthesia is by far the 
safer method for removing all tonsils ex- 
cept in special cases where ether is contra- 
indicated, such as pulmonary and kidney 
conditions. There is undoubtedly a slightly 
greater danger under ether of pulmonary 
sequences. However, when carefully given, 
I think that this can be disregarded. 

There is more mental anxiety under local 
anesthesia, although no pain when the anes- 
thesia is properly given. The hemorrhage 
can be controlled more easily when the pa- 
tient is completely narcotized by ether. 
Some patients are very difficult to manage 
under local anesthesia when bleeding occurs. 

To my mind local anesthesias are abso- 
lutely contraindicated in children under 
ten years of age. 

When using local anesthesia I always 
administer a dose of some narcotic drug, 
usually a hypodermic of morphine com- 
bined with atropine. 

I have used local anesthesia in several 
hundred cases, and still continue to use it 
where patients greatly fear ether and are 
of temperament to stand local anesthesia. 

















The technique is, first, the administration 
of a hypodermic of morphine twenty min- 
utes before operation. 

The susceptibility of the patient is always 
tested by injecting about one-half cc of one- 
half of one-per-cent solution of novocaine 
combined with adrenalin solution at a point 
to be used later. After waiting five min- 
utes, if no symptoms are produced, pro- 
ceed with the full amount to be used. The 
solution used is one-half of one per cent 
of novocaine or procaine combined with 
adrenalin solution, one drop of one-to-one- 
thousand solution to the drachm, care being 
taken to inject the solution slowly, chang- 
ing the point of the needle frequently so as 
fo avoid introducing any great amount of 
solution into a vessel in case the needle 
should at any time enter one. 

About three drachms of this solution is 
used to inject both tonsils. The injections 
are made as near as possible just outside 
of the capsule. After waiting five minutes 
the tonsil can usually be dissected with 
very little pain to the patient. 

I do not believe that it is wise to remove 
tonsils during the course of acute infectious 
diseases unless mechanical benefit to the 
respiration is necessary. 


By Warren B. Davis, M.D., 


Laryngologist to St. Agnes Hospital, Philadelphia. 


In reply to your questionnaire regarding 
the relative safety and other merits of local 
and of general anesthesia for tonsillectomy, 
I submit the following opinions based upon 
my own experience and also upon my ob- 
servations of tonsil operations as done’ by 
others. 

I prefer general anesthesia in all cases 
under ten years of age, and in the vast 
majority of adolescent and adult cases. 
With the few exceptions mentioned below, 
ether is the general anesthetic of choice. I 
believe ether, carefully administered, to be 
relatively as safe, from the standpoint of 
the agent used, as is any local anesthetic. 
I insist upon the ether being skilfully ad- 
ministered, and to insure such administra- 
tion I have had for several years the ser- 
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vices of a specially trained anesthetist for 
all of my cases. A preliminary hypodermic 
injection of 1/6 or 1/4 grain of morphine 
sulphate with 1/200 or 1/150 grain of atro- 
pine sulphate is given thirty minutes 
before the anesthetic is to be started in 
cases over sixteen years of age. This 
decreases the mental anxiety and lessens 
the amount of ether required. Mental 
anxiety is further decreased by routinely 
starting the anesthetic with nitrous oxide 
and oxygen and gradually shifting to 
straight ether by the open method, usually 
employing the Allis inhaler. When the 
desired stage of surgical anesthesia is 
reached, the anesthetic is continued during 
the operation by the use of an insufflation 
apparatus. The insufflation is ~ started 
slowly and gradually increased to the de- 
sired strength, thus avoiding the irritation 
of cough reflexes. The end of the insuffla- 
tion tube is placed so that the ether vapor 
and air current are directed supero-pos- 
teriorly rather than toward the larynx, thus 
avoiding the possibility of blowing any 
blood, mucus or saliva into the larynx. 
This possibility is further decreased by the 
careful use of the suction tube in the 
pharynx. 

The anesthetic is always administered 
and the operation done with the patient in 
the recumbent position. I am definitely op- 
posed to placing an anesthetized patient in 
a sitting posture for tonsillectomy, as has 
been done in some localities, since statistics 
show that postoperative pulmonary com- 
plications are much more frequent in cases 
so placed. 

By the administration of ether as above 
described I believe that the patient is given 
the greatest possible degree of safety dur- 
ing operations, and that postoperative pul- 
monary complications are minimized to 
such an extent that they are no more fre- 
quent than in cases under local anesthesia. 
With such general anesthesia tonsils are 
completely enucleated with more certainty 
and with less trauma than under local anes- 
thesia. The application of suture-ligatures 
to bleeding vessels in the tonsillar fossz 
is more readily and more accurately done 
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when the patient is under a general anes- 
thetic. 

In cases having active pulmonary tuber- 
culous areas I do not use ether anesthesia. 
In tuberculous children and in nervous 
tuberculous adults needing tonsillectomy we 
believe the greatest safety and the most 
satisfactory operative and postoperative 
results are secured by the use of carefully 
administered chloroform. I have had no 
demonstrable irritation of tuberculous foci 
by chloroform anesthesia, nor any other 
pulmonary complications or sequel. 

I favor the use of local anesthesia in 
tuberculous adolescents and adults who are 
not markedly nervous, in most cases with 
systolic blood-pressure above 220, in cases 
which have had recent hemorrhages into 
the retina, in cases with acute nenhritis, 
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and in cases convalescing from acute rheu- 
matic fever complicated by endocarditis. 

I regard one-per-cent novocaine solution 
as the safest and most satisfactory solution 
to be used as a local anesthetic. 

Tonsillectomy in the early active course 
of the acute infectious diseases I regard as 
In the terminal stages, or during 
the convalescing period, tonsillectomy and 
adenoidectomy may be indicated in those 
cases which develop acute suppurative otitis 
media, and in which the ear condition is 
delayed in clearing up on account of ob- 
struction to proper ventilation about the 
Eustachian orifices by enlarged, infected 
tonsils and adenoids. 

I appreciate the interest which you have 
taken in securing a number of opinions on 
this important question. 


unwise. 





The Therapeutic Value of Radium in the Treat- 
ment of Malignant Lesions of 


the Pelvic Organs 


BY JOHN G. CLARK, M.D. 


Professor of Gynecology in the Medical Department of the University of Pennsylvania, Philadelphia, Pa. 


Irradiation as a therapeutic agent in the 
treatment of properly selected cases of 
benign and malignant growths of the female 
pelvic organs has emerged from a realm of 
theoretical discussion and now occupies a 
stable basis of absolute merit. The sole 
criterion for judgment as to its full merit, 
therefore, when the subject is under con- 
sideration in the future will be predicated 
upon an analytical study of well-digested 
statistics of carefully observed cases. This 
plan of treatment has ceased to be a novelty 
and at least has passed to a stage of 
sufficient advancement to make assurance 
very sure as to its value within a limited 
range. Upon the question of dosage there 
is as yet no full accord, for upon one hand 
there are a few institutions which are 
fortunate in possessing sufficiently large 
amounts to make available radium emana- 
tions, while others have in hand only the 
smaller quantities, just sufficient for direct 


applications of the radium substance. Up 
to this point in the history of irradiation 
therapeutics it would appear that the 
greater merit of the radium emanation lies 
in the simplicity of its employment in larger 
quantities without the direct use of the par- 
ent substance, thus cutting down the actual 
time of treatment at a given sitting; also 
when applied with the bare tubes it may 
actually be inserted into the depth of a 
growth, thus giving a wider range of de- 
structive influence. Logically, this plan of 
treatment should in the final summary yield 
better results, but up to date the statistical 
reports coming from the various institu- 
tions using these major and minor quan- 
tities in the treatment of cancer of the 
pelvic organs would appear to run a sur- 
prisingly parallel course. 

With a view to arriving at an opinion 
as to the relative efficiency of these two 
methods of treatment, the American Ra- 
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diologic Society devoted a considerable part 
of its programme at its 1920 meeting at St. 
Louis to a discussion of several papers 
based upon the end results of irradiation 
of cancer of the cervix as measured by the 
five-year curative standard. My associate, 
Dr. F. FE. Keene, and myself gave a sum- 
marized report of 412 cases of cancer of 
the pelvic organs treated in the Gynecolog- 
ical Department of the University of Penn- 
sylvania with one hundred milligrams of 
radium bromide.’ This paper, therefore, 
was classed as one dealing with a moderate 
dosage. 

Set forth on a percentage basis we may 
state in the following sentence what our 
records reveal. Of the patients treated 
over four years for inoperable carcinoma 
of the pelvic organs, there are 163 dead, 45 
living, and 7 not traced, giving a percentage 
of 20.9 living; of those treated over five 
years ago, there are 125 dead, 4 not traced, 
and 31 living; a percentage of 19 per cent 
plus still surviving and free from manifest 
evidences of the disease. However, one 
should qualify these figures by the state- 
ment that a five-year period does not neces- 
sarily place the patient within a zone of 
absolute safety, for a very small percentage 
of those now living may still succumb, but 
this observation has been identical in our 
surgical experience. With irradiation as 
with surgery, cancer of the cervix yields 
the poorest results, and our final salvage 
as we now estimate it of the inoperable 
class of cases, which are now approaching 
or are beyond the quinquennial limit, will 
be approximately 16 to 18 per cent. We 
venture the hope, however, that our present 
method of treatment, which has fully been 
described in our previous paper, may yield 
a still better ratio of cures. Upon this point, 
however, we venture no positive assertion, 
for this whole question has been quite too 
freely dealt with in high percentages of 
fanciful hopes on one hand or crass pessi- 
mism on the other. 

It is, however, a very great satisfaction 
to realize that of our 413 patients, the 





1All these papers will appear in the American Journal 
of Roentgenology. 
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vast majority of whom were in the ad- 
vanced stages of this disease, quite beyond 
the possibilities of surgical intervention, in 
a large number their symptoms have been 
mitigated, or completely held in abeyance 
for a time; the frightful hemorrhages have 
been stayed for variable periods and fre- 


-quently absolutely stopped. In a lesser 


percentage, pain when present at the time 
of treatment has actually been relieved. 
This temporary relief of symptoms has been 
a splendid and an inestimable boon to many 
of these wretched individuals, even though 
the checking of the growth may have been 
but temporary. However, transcending 
this beneficent value of the remedy in the 
partial relief of symptoms stands the in- 
controvertible fact that a larger number 
have actually been cured as reckoned on 
a five-year basis than we had originally 
anticipated. In the earlier years of our 
experience we dwelt upon the palliative 
aspects of this treatment, but last year our 
report proved that a sufficient number of 
patients were well after five years to make 
it an assured fact that even among the in- 
operable patients occasional cures may be 
effected. At that time we hazarded the 
assertion that cancer of the cervix might 
finally be transferred from the surgical 
clinic to this field of therapeutic endeavor. 
As yet, however, we are not in a position 
to clinch this tentative forecast by unassail- 
able statistics, and for this reason we do 
not advise the abandonment of a modified 
radical hysterectomy in cancer of the cer- 
vix in the clearly operable cases if the sur- 
geon is really skilled in this very difficult 
and hazardous operation. Surgery deserv- 
edly maintains its place, for it has justified 
its position as a life-saving measure in the 
hands of the thoroughly trained devotee by 
saving a large number of cases in the 
clearly operable type, but after all that has 
been done to warn the laity of the dangers 
of cancer and the necessity for early in- 
tervention the number of those to whom 
surgery can offer no hope is tragically large, 
notwithstanding the fact that many have 
given heed to these warnings and reported 
early. It is to this wretched and hopelessly 
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inoperable class that we have devoted our 
attention. 

Our list of cases of cancer of the pelvic 
organs comprises the following: Cancer of 
the cervix, 291; cancer of the fundus, 41; 
chorioepithelioma of the vagina and uterus, 
4; cancer of the cervical stump, 11; recur- 
rent cancer of the vagina after hysterec- 
tomy, 22; cancer of the vagina (primary), 
29; cancer of the urethra, 8; and cancer of 
the bladder, 6. In this list cancer of the 
cervix overshadows by far the combined 
aggregate of all other types of cancer of 
the pelvic organs which we have treated, 
and as considered individually shows the 
worst results so far as experience goes. 
The cases of cancer of the fundus were 
with possibly three or four exceptions all 
inoperable as judged clinically, and yet they 
demonstrate in comparison with cancer of 
the cervix that same favorable difference 
as exhibited in the surgical results in iden- 
tical localities. 

While we always follow our rule in can- 
cer of the cervix to withhold operation and 
to advise irradiation if the growth is of 
questionable operability, we still urgently 
maintain that in the same questionable situa- 
tion with cancer of the fundus it unquali- 
fiedly demands a hysterectomy unless there 
is some grave systemic contraindication to 
this procedure. There is ample ground for 
surgical optimism even in advanced cases 
of carcinoma of the fundus, and we there- 
fore hold fast to this assured method of 
attack. Were it possible to obtain com- 
parable results in cancer of the cervix by 
even a very radical hysterectomy, we could 
be classed as ultra-conservative so far as 
this newer treatment is concerned, but only 
the surgical enthusiast, who possibly scans 
his one-year results more fully than the 
small train of survivors who pass over the 
five-year line, can maintain his optimism 
when he compares the vast outlay of sur- 
gical energy expended against the paucity 
of results even in a discriminatingly chosen 
series of cases. 

Of the various organs of the body in- 
vaded by malignant growths there are but 
few that show worse results from operations 
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than for cancer of the cervix, or better than 
for cancer of the fundus. With all avail- 
able plans now at hand we are but marking 
time, or, as it were, at best have “dug in” 
in our fight against cancer, for up to the 
present the most enthusiastic radiologist 
may not justifiably claim any startling ad- 
vantage over surgery except in limited 
localities. A big advance in the treatment 
of cancer, therefore, must come through 
some absolutely new method of attack, 
which is as yet undiscovered. As matters 
now stand, however, irradiation has un- 
qualifiedly won its right to a place along 
with surgical measures, for it has stepped 
into the inoperable breech with hopeful as- 
surance of a large alleviation of suffering 
and a minimum probability of cure. 

In the following tables we have re- 
corded our results as verified by a careful 
follow-up system, which comprises all cases 
treated up to May, 1922: 


CANCER OF PELVIC ORGANS TREATED BY 
IRRADIATION. 


Not 
Living. Dead. traced. 

Carcinoma of cervix 18 
Carcinoma of fundus 3 
Chorioepithelioma of vagina 

and uterus 
Carcinoma of cervical stump.... 
Recurrent carcinoma of vagina 

after hysterectomy 
Epithelioma of vagina 
Carcinoma of urethra 
Carcinoma of bladder 


281 


SuMMARY OF LivinG Cases AFTER IRRADIATION. 
Carcinoma of Cervix. 
Under 1 year 
1 to 1% years 
1% to 2 years 
OD IRR MINN ik oan oy ini aia, 0 eh se Wise ee alee 5 
3 to 4 years 
4 to 5 years 
5 to 6 years 
6 to 7 years 
Not traced 


Carcinoma of Fundus. 


Under 1 year 
1 to 1% years 
1% to 2 years 
2 to 2% years 
3 to 4 years 
4 to 5 years 
5 to 6 years 
6 to 7 years 
Not traced 
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Carcinoma of Cervical Stump. 
Under 1 year 
1% to 2 years 
2 to 2% years 
3 to 4 years 
4 to 5 years 


Chorioepithelioma of Vagina and Cervix. 


2 to 2% years 
4 to 5 years 
6 to 7 years 


Recurrent Carcinoma of Vagina After 
Hysterectomy. 


Under 1 year 
3 to 4 years 
4 to 5 years 
5 to 6 years 
6 to 7 years 


Epithelioma of Vagina. 


Under 1 year 
1 to 1% years 
2 to 21% years 
5 to 6 years 
6 to 7 years 
Not traced .. 


Carcinoma of Urethra. 


6 to 7 years 
Not traced 


Carcinoma of Bladder. 


3 to 4 years 
5 to 6 years 


SuMMARY OF DEATHS AND DuRATION OF LIFE 
AFTER IRRADIATION. 


Carcinoma of Cervix. 


Under 1 year 
1 to 1% years 
1% to 2 years 
2 to 2% years 
2% to 3 years 
3 to 4 years 
4to 5 years 

5 to 6 years 

6 to 7. years 
Not stated 


Carcinoma of Fundus. 


Under 1 year 
1 to 1% years 
1% to 2 years 
2 to 2% years 
2% to 3 years 
3 to 4 years 
Not stated 


Carcinoma of Cervical Stump. 


Under 1 year 
1 to 1% years 
5 to 6 years 


Chorioepithelioma 


Recurrent Carcinoma of Vagina After 
Hysterectomy. 
Under 1 year 
1 to 1% years 


Epithelioma of Vagina. 
Under 1 year 
E10 WG SV CANS Gs is. i dsarenda afew taSeioasitewmecewtes § 
14 to 2 years 
2 to 2% years 
2% to 3 years 


Carcinoma of Urethra. 


Under 1 year 
1 to 1% years 


Carcinoma of Bladder. 


Under 1 year 
1 to 1% years 


With the adoption of our improved 
method of application we anticipated that 
vesical and rectal fistulae as a result of 
irradiation would be of much less frequent 
occurrence, and we are happy to state that 
this forecast has. been realized, for only 
one of these distressing sequele has oc- 
curred since August 1, 1920. We therefore 
maintain more strongly than in our previous 
papers that irradiation when properly ap- 
plied actually shields the cancer victim 
against this distressing accident. For the 
same reason that fistule have not followed, 
so likewise we also note that post-irradia- 
tion vesical irritability, rectal tenesmus and 
proctitis have largely been eliminated, for 
only a very few of this series have com- 
plained of these symptoms. The relief 
from hemorrhages and various discharges 
stands in the same favorable ratio as set 
forth in our paper of last year. For full 
details bearing upon our methods of apply- 
ing radium, we refer the reader to this 
same source. While, as we have constantly 
maintained, the treatment of cancer by 
irradiation falls far short of the ideals 
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toward which the whole medical world so 
hopefully strives, nevertheless it holds out 
the possibility of a cure for at least a few 
inoperable patients, and a vast alleviation of 
distressing symptoms and sequelz for those 
who must inevitably pass into the shades. 
Certainly with such relief and actual cures 
even though of relatively small number, 
there can be no ground for the unfortunate 
expressions of pessimism which have been 
uttered by the occasional malcontent. 

We submit our conclusions of last year 
with slight modifications as those to which 
we now adhere, but this question in all its 
phases is still in flux, and we realize there- 
fore that our experience does not as yet 
justify us in making any fixed or unchange- 
able assertion, for we are but seekers for 
some better solution of this problem so 
destructive to the human race. 

It is of interest at this point to recall 
Deaver’s paper printed in the THERAPEU- 
TIC GazeTTE of July 15, 1922, in which he 
enters the list against those surgeons who 
use radium in the treatment of both cancer 
of the uterus and in myoma of the uterus. 
He quotes from various statistics, but none 
of his own, and mentions some instances in 
his personal experience in which radium 
has been misapplied, or in which various 
untoward sequel have followed this treat- 
ment. Were one to rest an argument 
against surgery, or indeed against any 
method of treatment, for other pathologic 
conditions upon isolated instances of un- 
toward results following these operations 
or therapeutic measures without taking into 
account the credit list, a rather distressing 
picture of all these efforts might be painted. 
It is a source of deep regret, therefore, 
that a surgeon of such eminence should 
resort to quotations from other sources than 
his own experience to sustain his argument. 
Certainly it would be a valuable contribu- 
tion if he would devote a paper to a care- 
fully compiled follow-up statistical study of 
ultimate results in the large number of 
cases of operable and inoperable cancer of 
the cervix which must have passed through 
his clinic, for then, and then only, will his 
views upon this subject be of real scientific 
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value. In his allusion to a paper published 
by Keene and myself (Journal of the Amer- 
ican Medical Association, 1xxxv, 693) he 
chooses from the text our reference to the 
possibilities of irradiation finally supplanting 
operations for the treatment of cancer of 
the cervix. He says: “In spite of the fact 
that a few years ago he (Clark) reported 
33 per cent of five-year cures in his 
operated cases, and now reports a 24-per- 
cent five- to seven-year cure in his cases of 
cancer of the cervix treated with radium, 
Clark in his enthusiasm is predicting the 
time to be near when the question of oper- 
able cancer of the cervix will no longer be 
considered, since all cases will be subject 
to radium treatment.” 

From this quotation, Deaver would lead 
the reader to believe that the two series of 
cases were identical. Had he carefully 
read my various articles upon this subject 
he would not, I am sure, have been led into 
this unfair and misleading assertion. The 
facts are that the 33 per cent of quinquen- 
nial cures occurred in 59 carefully selected 
operable cases, whereas our present statis- 
tics, which we have quoted in the foregoing 
pages, represent the results in 291 cases 
with but few exceptions of inoperable 
growths. Because of the results in this 
inoperable series, in the future our reports 
will unquestionably include a large per- 
centage of operable cases, for with a 16 to 
18 percentage of five-year cures among 
these very unfavorable cases, we certainly 
have ground for the extension of the treat- 
ment to some of the earlier cases. 

Certainly I have not shirked the surgical 
side of this work, having proposed a more 
radical operation for cancer of the cervix 
in 1894, and the results of that effort are 
on record. In comparing a_ thirty-three 
percentage of ultimate cures in my operable 
series of 59 carefully selected cases of can- 
cer of the cervix with our final results in 
a series of 214 inoperable cases submitted 
to irradiation with a sixteen to eighteen 
percentage salvage, I feel assured that the 
latter plan of treatment cannot be cast aside 
with an unsustained pessimistic assertion 
as to its inadequacy. 





Editorial 


THE COMPLICATIONS FOLLOW- 
ING TONSILLECTOMY. 


Apropos of the symposium upon tonsil- 
lectomy which appears in this issue of the 
THERAPEUTIC GAZETTE, we think it of in- 
terest to call the attention of our readers 
to a communication made to the December 
issue of the American Journal of the Med- 
ical Sciences by Fetterolf, who has had a 
sufficiently large experience over a consid- 
erable number of years to justify him in 
reaching conclusions which will prove of 
value to men of more limited practice. 

He considers the incidence, the preven- 
tion, and the treatment of these complica- 
tions, seriatim, and points out that it is by 
no means uncommon within a few hours 
after the operation for the temperature to 
range from 99° to 101°, but that if it goes 
higher than this some additional focus of 
infection must be suspected, as, for exam- 
ple, an infected middle ear. This temper- 
ature rise lasts rarely more than twenty- 
four hours, but as long as it is above 99.5° 
he thinks that the patient should remain in 
bed. The elements which he believés are 
responsible for the rise which ordinarily 
occurs are the local pain and discomfort, 
bronchial irritation, and the general physi- 
cal distress, but he adds wisely that it is 
likely that an important factor is the extra 
dose of tonsil-derived toxins which unavoid- 
ably are squeezed into the circulation 
during the necessary manipulation. For 
this reason he advocates free water-drink- 
ing to keep the kidneys active, and believes 
that if water is taken in large rapid gulps 
it can be gotten down with less pain than if 
taken through a tube or in sips. 

He also expresses the opinion that if the 
temperature rises above 101° and remains 
there for two or three days a blood count 
is wise, and a general physical examination 
of the entire body should be made ‘to dis- 
cover an associated lesion. 

One of the most important problems 
which he discusses is the case of the patient 
who has been operated upon with the hope 


that the removal of a focus of infection 
would relieve an arthritis or neuritis, or 
evidences of muscular rheumatism. He 
recognizes that these cases are capable of 
having an exacerbation of their local symp- 
toms after tonsillectomy; in other words, 
the inflamed nerve or joint may suffer from 
a flare-up, temporary or permanent, as a 
result of the entrance of an extra dose of 
toxin into the economy. 

Should edema of the palate and uvula 
develop to a degree which is excessive or 
dangerous, he tells us that tincture of 
benzoin, tannic acid, silver nitrate solu- 
tion, and adrenalin chloride solution be 
applied, and that sometimes comfort can 
be given to the patient by having him lie 
on his side, using ice externally and in the 
mouth, but he evidently believes that all 


therapeutic measures are of little value, . 


and cites a case in which amputation of an 
enlarged uvula not only gave no relief, but 
caused rather distressing consequences. 

In discussing hemorrhage, he takes the 
very proper view that no tonsillectomy can 
be considered a bloodless operation, for al- 
though some patients lose only a few drops 
of blood, in others the bleeding is, as he 
expresses it, at times terrifying. For the 
arrest of the bleeding he does not use a 
needic, but a surface tie with No. 2 
chromic catgut softened in water, employ- 
ing a Kelly hemostat to make the closing 
of the knot easy. The three most difficult 
places in which to find and tie a vessel are 
high up in the tonsillar fossa, lowdown in 
the fossa, and on the posterior surface of the 
anterior pillar, and possibly the latter con- 
dition is the most difficult to control. He 
does not seem to think highly of sewing 
a guaze pad into the fossa in such cases. 

Fetterolf highly indorses the employment 
of the suction apparatus to keep the field 
of operation as clear as possible, and he 
thinks it remarkable that middle-ear infec- 
tion occurs so rarely in these cases. Again 
he says it is impossible to decide which is 
the more dangerous, to leave the clotted 
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blood in the nose and nasopharynx or wash 
it out before the patient leaves the table, 
although he recognizes that many operators 
carry this out as a matter of routine. His 
own practice is to use no spray or douche 
in the nose; in other words, to let well 
enough alone. 

Another point which is of importance 
and which has to be borne in mind in con- 
nection with the middle-ear trouble is that 
a reflex otalgia is not infrequently com- 
plained of during the first few days after 
operation. This should result in an exam- 
ination of the ear to determine if any 
infection is present, and if so remedies for 
its relief can be administered, the operator 
feeling comfortable as to ear complications. 

Fetterolf agrees with Dr. George B. 
Wood in thinking that the preliminary and 
subsequent administration of sodium bicar- 
bonate tends to prevent obstinate vomiting, 
although it, very properly, does not stop the 
vomiting of blood which frequently occurs 
as the patient comes out of the anesthetic. 

We cannot help feeling that if the patient 
has been well nourished prior to operation, 
so that the liver is well stored with glyco- 
gen, the danger of acidosis is remote, and, 
therefore, it is not necessary to give the 
sodium bicarbonate as a routine measure. 
Of course, if the patient’s urine contains 
acetone before the operation, or if he is 
poorly nourished, and is manifestly suffer- 
ing from the effects of infection, the pre- 
liminary and subsequent use of the bicar- 
bonate may be wise. Our objection here, 
as in all cases, is the institution of routine 
methods ‘regardless of whether they are 
needed or not. Should the vomiting become 
persistent and pernicious we are entirely in 
accord with Fetterolf in thinking that the 
bicarbonate of soda or glucose 5 to 20 per 
cent should be given by the Murphy drip. 

More than once in the editorial pages of 
the GAZETTE we have discussed the fre- 
quency of pulmonary abscess after tonsil- 
lectomy. This matter receives quite an 
exhaustive consideration by Fetterolf, who 
tells us that 80 per cent of postoperative 
cases of abscess of the lung are secondary 
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to tonsil removal, and quotes statistics to 
show that in over 781 cases of tonsillectomy 
there is one which will develop lung abscess. 
As this is the most fatal of the complica- 
tions produced, the death-rate varying from 
25 to 50 per cent, this point is of consider- 
able importance. 

As our readers know, there is a very 
great difference of opinion between laryn- 
gologists as to the best posture to prevent 
pulmonary complications. Some consider 
that a semierect posture distinctly dimin- 
ishes the danger of such lesions, but on the 
other hand Richardson thinks that the head 
should be: kept low and well extended. 
Very deep anesthesia distinctly increases 
the danger since it permits blood to trickle 
into the trachea, and this blood is often 
infected by the tonsillar exudate. For this 
reason Fetterolf believes that if a general 
anesthetic is employed the patient should 
be kept just over the edge of absent re- 
flexes, and adds that he thinks the use of 
a suction apparatus is of value because it 
diminishes this danger. 

In connection with the frequency with 
which pulmonary abscess follows tonsillec- 
tomy .under local anesthesia, Fetterolf 
thinks that we are at present at sea as 
regards this occurrence, but those who are 
in favor of operating under local anes- 
thesia assert that the maintenance of 
consciousness and the reflexes distinctly 
diminishes the chances of pulmonary in- 
fection, since it is impossible for any con- 
siderable quantity of infected saliva or 
blood to enter the air-passages without the 
patient getting rid of it by coughing. 

In previous editorials, we have called at- 
tention to the fact that in all probability the 
actual frequency of pulmonary complica- 
tions is as yet undetermined, because in a 
considerable proportion of cases this result 
does not accrue within a few days of the 
operation, but sometimes as long as four 
to six weeks later, at which time neither 
the patient nor his attending physician is. 
likely to think that there is any relationship 
between the operative procedure and the 
illness. 





EDITORIAL 


An interesting point which Fetterolf does 
not consider is the danger of operating 
upon tonsils during an acute inflammatory 
process or during the course of an acute 
infectious illness, although from his text we 
conclude that in the presence of an acute 
process he believes that a conservative 
policy should be followed. 


PURPURA AS AN UNTOWARD 
EFFECT OF ARSPHENAMINE. 


It has now become a well-known fact 
that jaundice due to secondary hepatic 
changes may come on shortly after, or sev- 
eral weeks after, the use of arsphenamine 
or neoarsphenamine, just as it is a well- 
known fact that the newer arsenical com- 
pounds have to be used with caution or not 
at all in cerebrospinal syphilis and when 
there is advanced cardiovascular-renal 
disease. 

In this connection it is interesting to note 


a communication made by Rabut and Oury 
in La Presse Médicale on the development 
of purpura as the result of giving novar- 


senobenzol. Their first case was an old 
syphilitic who had the characteristic symp- 
toms of a well-developed ataxia, his infec- 
tion having been acquired many years 
before the introduction of the newer drugs. 
A careful study of the patient led these 
clinicians to believe that novarsenobenzol 
could be used safely since the cardiovas- 
cular, respiratory, hepatic and renal func- 
tions seemed to be unimpaired. The pa- 
tient, therefore, received a series of injec- 
tions between the 3d of June and the 15th 
of July, the doses varying upwards from 
3 decigrammes. A second course of treat- 
ment was given in September and October, 
both courses of treatment causing distinct 
amelioration of the symptoms. In January 
no less than seventeen injections were 
made, and again in February the patient 
received more of the remedy. Three hours 
after the last injection, hemorrhage from 
the gums occurred, and the patient rapidly 
became feeble and developed on the sur- 
faces of the body numerous purpuric spots ; 
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such spots also developed upon the mucous 
membranes of the eye and mouth. The 
heart developed a murmur, but the blood- 
pressure remained constant and the tem- 
perature was normal. No albuminuria was 
present, nor did any vomiting occur. The 
liver was not enlarged. A few days later, 
however, the hemorrhages became more 
marked, hematuria developed, and at the 
end of a week the patient’s condition be- 
came very grave, there being a tendency to 
syncope, the pulse became rapid, but still 
there were no changes made out in the liver 
or spleen. Twenty-four hours later the 
patient died of profound asthenia. The 
treatment, which consisted in the admin- 
istration of chloride of calcium and adren- 
alin, was without effect. Hemostatic serum 
also failed. The autopsy did not reveal 
much that was of striking interest except 
that the stomach was full of blood, the 
suprarenals were normal; the kidneys were, 
however, intensely congested. 

The second case that came under their 
observation pursued a very similar course. 
In each instance the coagulation time was 
markedly delayed, a secondary anemia rap- 
idly developed, but the relative number of 
white blood cells was not materially altered. 
In the first case there was, however, a very 
definite leukopenia. 

These authors quote fourteen other wri- 
ters who have contributed papers dealing 
with cases of this kind, the only American 
reference which we find, however, being 
that of Selling as far back as 1910. 


THE EFFECT OF SALINE PURGA- 
TIVES ON THE ABSORPTION 
OF OTHER DRUGS. 

Few medicinal agents are prescribed more 
frequently than the saline purgatives, and 
few are taken more constantly by members 
of the laity. All of the saline purgatives 
act in large part by virtue of the fact that 
they are of greater tonicity than the fluids 
of the body, and, therefore, cause an out- 
pouring of liquid into the intestinal tube. 
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In the case of magnesium there seems to be 
a further effect in that absorption of water 
is prevented. Then, too, they seem to 
stimulate peristalsis, and last of all, when 
in concentrated form this peristaltic effect 
is increased by what may be considered a 
slight irritative effect. 

One of the most remarkable things about 
the action of these purgatives is that while 
in one sense they seem to sweep through 
the alimentary tract, flushing it, neverthe- 
less they do not move the contents of the 
upper alimentary canal so that these con- 
tents appear in the stools; thus if one of 
the active saline purges is taken two or 
three hours after a meal it does not sweep 
the contents out of the stomach, or the 
bowel, for undigested food rarely if ever 
appears in the stools. In other words, it 


would seem as if there was some affinity on 
the part of the upper digestive tract by 
means of which food is retained and yet 
the purgative fluid is permitted to pass 
through. 

The fact that these salines act by virtue 


of being hypertonic, and thereby cause a 
flow of fluid from the surrounding tissues 
into the alimentary canal, would indicate 
that they must have a distinct influence in 
preventing the absorption of toxic sub- 
stances from the bowel, and consequently 
must exercise an effect in preventing the 
absorption of various medicines. 

In an endeavor to reach some accurate 
conclusion in regard to the matter, Macht 
and Finesilver have carried out a series of 
experiments which they reported at the 
last meeting of the Association of Amer- 
ican Physicians. It would appear that a 
series of experiments of this nature could 
readily be made upon human beings, but 
in most of their tests dogs or cats were 
used, which is possibly to be regretted in 
view of the different reaction of the intes- 
tinal canals of these animals as compared 
to that of the human being. They also 
used rabbits, whose digestive tube is still 
further removed from resemblance to that 
of the human. Drugs were administered 
by the stomach tube, by injection into in- 


THE THERAPEUTIC GAZETTE 


testinal loops, and by intramuscular injec- 
tions. 

In the case of phenolsulphonephthalein, 
which they regard as a perfectly harmless 
drug, they employed human beings, and 
found that when this dyestuff was swal- 
lowed with a saline there was marked dimi- 
nution of absorption as indicated by excre- 
tion through the kidney. 

They also made a comparative test with 
cyanide of potassium, and found that 
whereas cyanide of potassium produced 
death with great rapidity when given in 
ordinary solution, when mixed with sodium 
sulphate the symptoms of cyanide poison- 
ing were materially delayed. In this in- 
stance the drug was not administered by 
the mouth but injected into a loop of intes- 
tine. Similar results were found in regard 
to the absorption of chloretone and various 
educts of opium. 

Sodium sulphate solutions were also 
shown to delay the absorption of cocaine, 
and to some extent the rapidity of absorp- 
tion of strychnine. This held true also of 
atropine and digitalis. 

It is interesting to note the effect of the 
saline purgatives upon the absorption of the 
various salicylates, because both purga- 
tives and salicylates are used for the relief 
of headache almost simultaneously. Their 
absorption is found to be very materially 
delayed, and this is notably the case with 
aspirin and salol and with antipyrin and 
lactophenin, which, as is well known, is 
sometimes used as a substitute for acetphe- 
netidin. ,; 

We therefore agree that, barring some 
error depending upon the difference in 
intestinal reaction between the lower ani- 
mals and man, this research confirms what 
a process of rational deduction would have 
concluded, namely, that these purgatives 
exercise a distinct inhibitory influence upon 
drug absorption. 

It is interesting to note that when these 
drugs were administered with laxatives of 
the vegetable kingdom, such, for example, 
as cascara sagrada, the same delay in ab- 
sorption did not occur. 





EDITORIAL 


SOMETHING MORE ABOUT 
QUINIDINE. 

Eighteen months or two years ago, gen- 
eral interest, and some enthusiasm, was 
stirred by a number of papers which re- 
ported the use of quinidine in auricular 
fibrillation. For a time it looked as if the 
old standby, digitalis, in full doses was 
about to be displaced by this remedy in its 
new application, but it was not long before 
statements qualifying its value began to 
appear, and no less an authority than Lewis 
enunciated the view that quinidine prom- 
ises to be of more value in enabling us to 
study certain disordered actions of the heart 
than as a remedy for the condition to which 
we have referred and which is probably 
more frequent than most practitioners be- 
lieve. It is not necessary at this point to 
name the numerous contributions that the 
last eighteen months has brought forth, but 
it is of importance to present evidence of 
its status at the present time. 

We think that a communication made to 
the Liverpool Medical Institution by Hay 
and published in the British Medical Jour- 
nal of December 2, 1922, possibly gives us 
a fairly correct estimation of the subject. 
He reported the results of treatment with 
quinidine in twenty-one cases, thirteen of 
which had been described in an earlier 
communication to that Society. Of these 
thirteen only three had retained a normal 
rhythm, and during the seven and a half 
months prior to the report of his eight ad- 
ditional cases he had tried the drug still 
further, and although in each case the 
fibrillation had been arrested and a normal 
rhythm restored, four had relapsed; or to 
summarize the matter, out of the total 
number there were six complete failures, 
eight cases relapsed after temporary cessa- 
tion, and seven patients maintained a 
normal rhythm. Two other cases have 
been studied for so short a time that he did 
not think it fair to include them in his re- 
port as to the efficiency of this drug. 

At the same meeting Bigland reported 
seven cases, two of which had regained 
normal rhythm and maintained it for a 
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period of about six months;.one case died 
suddenly after having a normal rhythm of 
five weeks, two other cases were still under 
observation, and two others had discon- 
tinued treatment. 

In a further discussion on this topic by 
Harris, he stated that he thought there 
were three striking facts in regard to quini- 
dine: (1) That if the drug was given long 
enough in sufficient quantities in the great 
majority of cases a normal rhythm could 
be restored; (2) that there is a pronounced 
tendency to relapse; and (3) he reiterates 
the point mentioned by Mackenzie, that the 
sudden restoration of normal rhythm 
caused by quinidine favors embolism, al- 
though the drug itself is not dangerous in 
his opinion since he had given it in normal 
cases without observing ill effects. Harris, 
however, thought that there was another 
factor in the use of quinidine, which might 
bring on undesirable results, since in the 
great majority of cases of fibrillation there 
was back-pressure in the veins with a con- 
stant diminution in blood supply to the left 
ventricle, and that the restoration of nor- 
mal rhythm resulted in ‘increased output 
and increased cardiac strain. 

We confess that we do not quite follow 
the latter line of argument, but we note 
with interest his two concluding remarks: 
That since quinidine is a dangerous drug 
and does not influence the heart itself, it 
is questionable whether it is worth while 
to endanger the patient’s life for! the sake 
of restoring normal rhythm, because in 
many instances. after a.shorter:or longer 
period fibrillation returns: -Heialso ex- 
pressed the belief that further observation 
was necessary before a definite: conclusion 
could be arrived-at regarding ie value of 
quinidine in fibrillation. ; 

Our conception of the stiles obi fibrilla- 
tion has changed so during: the: years in 
which it has been recognized ag a patholog- 
ical condition that this last remark pos- 
sesses a double meaning, in that: it not only 
deals with the value of quinidine; but brings 
before us the question.as to whether fibril- 
lation is as fatal as it-was once thought to 
be. We think that all clinicians of large 
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experience have seen cases of fibrillation 
(able to live under favorable conditions) 
which have maintained fairly good health 
over very long periods of time not only 
after the condition was positively deter- 
mined, but also because such patients gave 
a history which led one to believe that 
fibrillation must have been present for a 
long time before medical assistance was 
sought or a correct diagnosis reached. 





ELDERLY LIVES. 

As bearing on the length of time one may 
reasonably expect to live, accurately set 
forth as applied to large groups. by insur- 
ance companies, but always a matter of 
conjecture in so far as the individual is 
concerned, a communication of R. A. Young 
in the Lancet of November 4, 1922, bearing 
on assessment of elderly lives from the life 
assurance standpoint, is not without interest, 
predicating as it does both group and indi- 
vidual survival upon the basis of certain 
indices, and indirectly suggestive of the 
means by which the inevitable end at least 
may be postponed. 

Young quotes the historian Gibbon as hav- 
ing written in his later days: “I shall soon 
enter into the period which, as the most 
agreeable of his long life, was selected by 
the judgment and experience of the sage 
Fontenelle. His choice is approved by the 
eloquent historian of nature, who fixes our 
moral happiness to the mature season in 
which our passions are supposed to be 
calmed, our duties fulfilled, or ambitions 
satisfied, our fame and fortune established 
on a solid basis.” 

Young notes that the number of elderly 
proposers for insurance has increased in 
recent years, choosing the age of fifty as 
the dividing line between middle age and 
the elderly period. If following this age 
there be intellectual or business activity, he 
regards it as a sort of Indian summer. In 
the evaluation of longevity much import- 
ance is attached to the family history. 
Family longevity may rightly weigh against 
a multitude of minor, ills; indeed this is 
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generally recognized, and the expression 
“He comes of a long-lived stock” has 
brought comfort both to patient and friends 
in times of serious stress. From which it 
logically follows that early deaths running 
in a family must receive careful consider- 
ation and call for greater care in regard to 
habits and more scrupulous avoidance of 
minor ailments if life is to be prolonged to 
the full span. 

Osler is quoted to the effect that “entire 
families sometimes show the tendency to 
early arteriosclerosis, a tendency which can- 
not be explained in any other way than that 
in the make-up of the machine bad material 
was used for the tubing.” Gout as a direct 
or indirect mortality and morbidity factor 
is on the wane, partly because of higher 
diagnostic skill which recognizes conditions 
as other than gout which were at one time 
attributed to this perversion of metabolism. 
Also a lessened consumption of alcoholic 
liquors may be a factor in the lessening 
incidence. 

A family history of tuberculosis in those 
over fifty who have not developed the dis- 
ease is regarded as of little moment; if it 
has remained latent till this age its latency 
is confirmed. 

As for cancer, figures disprove that it 
runs in families, nor should the fact of such 
history adversely influence a life rating 
unless there be about the individual himself 
some predisposing factor. A family his- 
tory of diabetes is of more serious moment. 
The elderly man (over fifty) who has 
“never had a day’s illness” should be re- 
garded with grave suspicion; in these when 
the break comes it comes with great sudden- 
ness and violence. 

Concerning syphilis and its relation to 
longevity Young attaches great importance 
to a history of this infection and urges the 
most careful study for its exclusion or 
corroboration. It is generally concluded 
that syphilis shortens life, and there are 
abundant figures to prove this, in so far 
as it can be proven by figures; moreover 
syphilis predisposes to all other infections 
both acute and chronic, including tubercu- 
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losis and cancer. Nor does a negative 
Wassermann exclude the infection. 
Bearing on ‘the circulatory system, pal- 
pitation, syncope and dyspnea are in this 
class of patients matters for grave consid- 
eration. Actual valvular disease, even 
though exhibiting proper compensation, in- 
dicates an increased risk. Varicose veins 
if extending above the knee, or to the abdo- 
men, are factors of danger and should be 
so considered from the business standpoint. 
Anginal seizures are of the gravest import. 
The writer is most cautious in his atti- 
tude toward those who have been subject 
to the operation of gastroenterostomy or 
cholecystectomy. Even such minor ail- 


-ments as piles and fistula are of increasing 


moment as the years go on. Inquiry into 
the average daily ration of food, alcohol, 
and tobacco, particularly when there is a 
tendency to high blood-pressure, is helpful 
in life prognosis. 

The author states that “the elderly man 
not infrequently bears his history, his de- 
fects, and even his tendencies, writ large 
for those with eyes to see. The florid, the 
obese, the plethoric, the cyanotic, the dys- 
pneic proposer, or one looking years older 
than his age, instinctively impress us un- 
favorably, while the spare, wiry, active 
man, though perhaps rather pale and some- 
what under weight, appears to us as likely 
to survive his full expectation. It is re- 
markable how often these almost sub- 
conscious judgments are justified by the 


. subsequent examination. At the same time, 


while they are useful guides, they should 
never bias us, but simply lead to special 
care. Height and weight should be most 
carefully recorded, and, if possible, com- 
pared with previous records. A marked 
loss of weight and the least suspicion of 
cachexia should excite suspicion of malig- 
nant disease, and in such a case postpone- 
ment must be recommended. The height- 
weight ratio is of great importance. I think 
we should all agree that an elderly light- 
weight is in general a more satisfactory life 
from an insurance point of view than a 
heavyweight, but here family tendencies 
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must always be given due weight. I per- 
sonally attach importance to the well-known 
rule that the abdominal girth should be less 
than the maximum thoracic circumference, 
and I look with disfavor upon heavyweights 
in whom this condition does not obtain. 

“Jack London describes a condition of 
‘age lag’ in the elderly. This is in some 
sense a protective reaction. It lessens 
strain and is an adaptation to the inevitable 
involution processes of age. In excess it 
is pathological and betokens cerebral arte- 
riosclerosis. Its converse, what I call ‘age 
flurry —evidenced by undue haste, gar- 
rulity, and irritability—is significant of high 
blood-pressure and mental strain. It is a 
danger-signal and should not be ignored. 
Early graying of the hair is not of impor- 
tance; indeed, Francis Bacon believed that 
in such people, if the hair remained, longev- 
ity was usual, 

“A record of blood-pressure should be 
insisted on in every proposer over the age 
of fifty. A medical examiner who will not 
take the trouble to get a sphygmomanometer 
and learn how to use it properly should not 
be permitted to examine. As well might 
he examine without a stethoscope. Un- 
fortunately, a supposed rule has gained 
some currency that the blood-pressure in 
millimeters is roughly the age plus 100. It 
should now be recognized that this is in- 
correct. Personally, I regard a systolic 
pressure persistently above 150 mm. as 
abnormal at any age. 

“A rapid pulse-rate in an elderly person, 
or a very slow one, must be closely investi- 
gated and correlated with the condition of 
the heart, since either may be significant of 
myocardial degeneration. The question of 
irregularity of the pulse has been recently 
discussed. It is of even greater importance 
in the elderly than in the young because it 
is more frequently pathological. It must 
not be too hastily assumed that it is negli- 
gible. Even in case of extra-systoles, we 
must make certain that there is no organic 
lesion accompanying them. 

“The presence of albumin in an elderly 
proposer, even in traces, should always be 
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a danger-signal to the examiner, and lead 
to careful search for other criteria of renal 
disease. If any of these are present, or if 
the albuminuria is persistent, even apart 
from them, the case should be declined. 
“In assessing the proposer for any form 
of assurance, the medical assessor should 
bear in mind the so-called ‘expectation of 
life’ at the proposer’s age. This is usually 
obtained from the O. M. table, representing 
the combined experience of many insurance 
offices over a period of thirty years in care- 
fully selected lives taking the most favor- 
able policies. It should be emphasized that 
it does not represent the average duration 
of life of all people at that age, but only of 
those favorable lives carefully selected. I 
have appended for reference the figures at 
the decades and half decades from 50 
to 75:” 
At 'SO......% 20.696 years. 


17.419 years. 
14.380 years. 


11.630 years. 
9.206 years. 
7.125 years. 

This author, while dealing solely from 

the standpoint of the insurance companies, 
gives certain therapeutic warnings which 
are none the less clear and convincing. 
Among the most striking is that incident 
to his concept of the devastating effect of 
syphilis. The need of a lessened food 
quantity with increasing years, particularly 
in relation to meat, is indicated, and 
throughout there is accentuated the value 
of repeated carefully conducted medical 
examinations to detect the beginnings of 
things; to no class does this more urgently 
apply than to that whose members boast 
they never had a day’s sickness in their 
lives. 





SYPHILIS AND MARRIAGE. 

At one time when even the syphilographer 
believed that this infection once acquired 
was never cured, it was held that the danger 
of the transmission to posterity had prac- 
tically disappeared after four years of in- 
termittent, but thorough, treatment. When 
advice was asked on this point the syphilitic 
patient was usually told that if he would 
faithfully follow the course of treatment 
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prescribed for him he might marry after 
four years, providing no clinical manifes- 
tation of this disease became manifest in 
the last year. It was generally believed 
that under this circumstance a syphilitic 
could marry without fear of begetting in- 
fected offspring or giving his disease to 
his wife. 

A larger knowledge of this subject based 
on an enormous and to an extent a corre- 
lated experience has shown that a patient 
treated promptly and efficiently apparently 
may be cured. It has further shown that 
a child without taint may be born of par- 
ents suffering from the early ‘stages of 
syphilis if the prospective mother be given 
adequate treatment. It has further shown 
that syphilitics whose infection dates many 
years back and who have had none of the 
well-recognized clinical manifestations of 
the disease, may infect both their wives and 
the children. 

White (The Practitioner, November, 
1922) quotes, but without enthusiasm, 
McDonagh’s statement that “recurrences 
are nine times more frequent since the in- 
troduction of 606 and 914.” He holds, 
however, that the arsenic compounds have 
so greatly strengthened the campaign 
against syphilis that the physician can con- 
scientiously assure many of his patients 
that symptoms will not reappear and that 
they can beget healthy offspring. He rough- 
ly figures the percentage of cures when the 
patient is seen early and treated thoroughly 
as about 90.',When treatment was not be- . 
gun until the secondary period, as about 50. 
Of 1000 cases which White says have 
passed under: his hands living and kept 
under observation, he states that he can- 
hardly recall an instance in which one has 
developed a contagious lesion. He holds 
that the man can convey disease to the off- 
spring in only two ways: “First, by di- 
rectly infecting his wife, and secondarily 
through the semen. If you accept the state- 
ment that, by keeping your patient under 
correct and properly regulated dosage, ex- 
ternal sores do not develop, and will not 
return; if you are assured that he. will 
submit loyally to this régime ; and that these 
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prolonged courses of arsenic and mercury 
do not themselves produce injurious re- 
sults, marriage may be permitted when all 
frank outbreaks have healed.” 

Regarding the second mode of communi- 
cating syphilis, as the opinions of experts 
are somewhat divided, it may be worth 
while to review the evidence for 
against this probability : 

“For—(1) The lymphatics of the testicles 
are early infected in syphilis. Engman and 
Eberson in two cases isolated treponema 
from semen. MM. Pinard and Hoch, ex- 
amining 11 samples of seminal fluid, found 
three containing the organism. Finger and 
Landsteiner by inoculation with syphilitic 
semen in two cases have produced positive 
results. (2) It is thought that the trepo- 
nema is carried to the ovum by the fecun- 
dating spermatozoa. Under certain cir- 
cumstances the parasite is believed to break 
into granules. (3) It is estimated that in 
30 per cent of women syphilized during 
pregnancy, no primary sore is detected. 
From this it is argued that they become 
infected through the ovum. (4) If the 
mother is infected during pregnancy, the 
symptoms in her are usually very mild, 
though her Wassermann reaction is gen- 
erally positive. Secondary symptoms are 
rare. Tertiary signs years after pregnancy 
may be the first outward expression of ma- 
ternal syphilis. (5) The mildness of the 
symptoms in a woman, which follows con- 
ceptional syphilis, is explained by Hutch- 
inson as follows: he says the mother is 
infected by the blood of the embryo, in 
which the virus becomes rapidly attenuated. 

“Against—(1) Numerous other experi- 
menters have signally failed on every oc- 
casion to find treponema in this fluid. (2) 
The adult spirochete is too large to enter 
the head of the spermatozoén. Experi- 
mentally it has been found that all cells in 
the process of division either reject a 
foreign body or die. Again, it is reason- 
able to suppose that so virulent an organism 
as an adult treponema would be at once 
fatal to so immature a cell as the ovum 
or adult spermatozodn. If the spermato- 
zoon is the carrier, the treponema must 


and 
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exist in some different form, such as a 
spore. This is not generally accepted. The 
treponema seen by Pinard was free in the 
spermatic fluid. If this fluid contains these 
organisms, is it not just as probable that 
they will infect the vagina, cervix, uterus 
or peritoneum on their journey to the 
ovum? Ifa woman has a child by a syphi- 
litic husband, but she herself does not 
become infected, the child will be born 
healthy. Unless the infection takes place 
during the pregnancy, the Wassermann 
reaction is usually not positive in a syphilitic 
woman carrying children. These may be 
born healthy unless the infection takes place 
during pregnancy. (3) On the other hand, 
apart from syphilis in women contracted 
during pregnancy, the initial lesion is 
missed (that is, not recognized) in prob- 
ably a larger proportion of cases, about 35 
per cent. (4) This mildness is attributed 
to the fact that few men, when in the early 
and highly infective stage, will willingly 
have coitus with their wives. Further, 
most men in the virulent state are usually 
under some treatment. (5) This is difficult 
to accept, because a direct intravenous in- 
jection of the virus will not produce the 
disease. Its chief method of dissemination 
appears to be the lymph channels. 

“Contrasting these views one is led to 
the conclusion that direct infection of the 
ovum by the father, though possible, is not 
proven. Presuming, however, that the male 
parent has been and is under full antiluetic 
treatment, this risk seems problematical. 
Other circumstantial evidence points in the 
same direction. A syphilitic child cannot 
be the progeny of a healthy mother. A 
syphilitic child does not affect the mother 
(Colles’s law) nor the mother her appar- 
ently healthy child (Profeta’s law), because 
both are already tainted. An increasing 
majority of authorities think that infection 
from the fetus, through the placental blood, 
to the mother is impossible. They believe 
that the infant becomes syphilized from the 
mother, and that she contracts it in the 
ordinary way, either before or during her 
pregnancy.” 

The author further states “to reach a 
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decision we should remember that some 
syphilitic mothers give birth to healthy chil- 
dren in so far as the absence of symptoms 
and Wassermann reaction are conclusive, 
and they so remain until puberty. This is 
also a matter of clinical experience, that a 
woman once infected with syphilis, in the 
absence of any clinical symptoms, may 
years hence bear syphilitic children. The 
disease contracted in the first five months 
will appear in the child at birth. From the 
fifth to the seventh month the child may 
or may not escape, and infection in the 
eighth or ninth month does not reach the 
child until after it is born.” 

Directly as to the question whether a 
syphilitic woman should or should not 
marry and bear children, Findlay is quoted 
to the effect that “intensive early antenatal 
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treatment causes the infant’s seroreaction 
to be negative, and the mothers continue to 
bear healthy non-syphilitic children, even in 
the absence of further antiluetic medica- 
tion.” 

It is obvious that patients with open 
lesions, thus allowing direct transmission to 
the marital partner, should not marry. It 
is also obvious that a syphilitic patient who 
is not under skilled supervision and will not 
submit to treatment during the period of 
gestation should not bear children. 

White holds that “the day is fast ap- 
proaching when the physician, master of 
his subject and perfect in his technique, 
will, when urgency demands, confidently 
allow marriage to be consummated as soon 
as the external contagious lesions are sound- 
ly healed.” 





Progress in Therapeutics 


Medical Therapeutics 


Primary Sterility. 

Roney, in the New York Medical Journal 
and Medical Record of October 18, 1922, 
tells us that one of the greatest advances in 
gynecology, and especially in the diagnosis 
of sterility, has been made by Rubin. He 
certainly added a new chapter to gynecology 
when he conceived a method by which it 
was possible to ascertain the patency of the 
fallopian tubes, thus practically changing 
the entire status of sterility and its treat- 
ment. We are now able for all practical 
purposes to classify all patients who suffer 
from primary as well as relative sterility 
into two general groups: (1) The so-called 
clean group, or patients who suffered from 
sterility due to some constitutional disturb- 
ance; (2) the unclean group, or those who 
have or still are suffering from an inflam- 
matory condition in or about the pelvis. 

This method of examination will also help 
us to put a proper valuation on the results 


of the plastic operations on the tubes for 
the cure of sterility. By this method of 
examination we shall be able to tell whether 
the tubes are patent or not, and if they 
remain patent we shall know that the steril- 
ity is caused by some other disturbance. 

In December of.last year, after familiar- 
izing himself with the work of Rubin, 
Rongy instituted this method of examina- 
tion. The cases were carefully selected and 
thoroughly examined before they were sub- 
jected to this examination. During the past 
twelve months 152 examinations were made. 
He does not describe the technique, for at 
this time it is fairly well known to every 
one who is interested in the subject, except 
to state that it must be carried out under 
the most aseptic precautions, that the vagina 
and cervix must be carefully cleansed, that 
the rise of the mercury in the manometer 
must be carefully watched, and that the 
gas must be allowed to pass very slowly so 
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that it takes about fifteen seconds for the 
column of mercury to rise from zero to 
100 mm. The amount of gas consumed is 
determined by the reading of the siphon- 
ometer, which is incorporated in the appa- 
ratus; every bubble of air represents 37 cc 
of gas. 

In his series of cases the average rise in 
the patent cases was 132 mm., and 182 mm. 
in the closed cases. If oxygen is used, not 
more than 300 cc should be introduced, 
since oxygen is slowly absorbed and there- 
fore is likely to produce pressure symptoms 
in the right upper quadrant of the abdomen, 
causing pain in the right shoulder. When 
carbon dioxide is employed, a greater quan- 
tity can be used, because of the rapidity 
with which it is absorbed. 

The patient is then fluoroscoped in the 
erect posture, in order to see whether gas 
is present in the abdominal cavity. Usually 
gas is found in the upper right quadrant 
under the diaphragm, separating it from the 
liver; a smaller quantity is also visible in 
With increased 


the left subphrenic space. 
experience one is usually able to foretell by 
the manometer reading, studying the fall 
and rise of the mercury column, whether 


the tubes are patent or not. However, in 
order to establish a positive diagnosis the 
fluoroscope must be employed. He has had 
instances where the mercury rose to com- 
paratively low levels; nevertheless the 
fluoroscope failed to reveal the presence of 
any gas, and, vice versa, he has had cases 
in which the mercury rose over 200 mm., 
with little fall, and yet the fluoroscope 
showed the presence of gas. He does not 
allow the pressure to rise above 220 mm. 
of mercury ; however, on two occasions the 
mercury rose to 250 and 260, respectively, 
without any complications. 

In patients in whom the tubes are closed, 
the gas will usually escape through the 
cervix after overdistention of the uterine 
cavity has taken place. In doubtful and 
negative cases it seems to him that it would 
be a good rule to have the patient reéxam- 
ined a second and even a third time, in 
order to establish definitely the diagnosis in 
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patients in whom the first examination 
proved negative. He believes that it is 
possible for the gas either to dislodge or pass 
by the mucogelatinous substances, which 
often clog the tubes, and at times it will 
even overcome a kinking of the tubes. This 
may be the reason why in many of the 
patients the mercury column rises very highs 
before the initial fall takes place. In his 
series of cases, ninety, or fifty-nine and 
two-tenths per cent, were positive—i. ¢., air 
present in the abdominal cavity; sixty-two, 
or forty and eight-tenths per cent, were 
negative, or no air present in the abdominal 
cavity. 

As a general proposition it may be 
stated that, whenever the air passes into 
the abdominal cavity through the tubes, 
they may be considered patent from the 
view-point of mechanical obstruction to the 
passage of the traveling spermatozoa. How- 
ever, recently, while operating on two pa- 
tients he found the tubes filled with a 
mucogelatinous mass and somewhat thick- 
ened at the outer third. In order to ascer- 
tain whether the tubes were patent he in- 
sufflated the patient. The initial rise was 
very high, and finally the gas began to 
bubble through the tubes and pass into the 
peritoneal cavity. In the second patient, 
whom he had operated upon for chronic 


left salpingitis, he found the tube on the 


tight side somewhat thickened and enlarged, 
and in order to ascertain whether it was 
patent she was also insufflated while the 
abdomen was open. In this patient he 
found that under pressure the gas caused 
distention of the tube, and it finally escaped 
into the peritoneal cavity. 

These two patients illustrated this fact: 
that while the fallopian tubes may be 
plugged by some inflammatory exudate or 
some mucogelatinous substance and still 
permit the passage of gas under pressure, 
yet without artificial distention of the tubes 
the plugging may act as a barrier to the. 
passage of spermatozoa. In other words, 
the mere fact that gas passes through the 
tubes does not mean that the tubes may not 
be kinked or blocked to the passage of 
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spermatozoa. Further experience will be 
necessary to establish this important point. 

The contraindications to this method of 
examination are acute infections of the 
vagina or pelvic organs; the danger of 
spreading infections under such conditions 
is obvious. Also, it must not be used in the 
presence of chronic infections, if the pa- 
tient complains of pain; in such cases it is 
best to defer examination until the pain has 
subsided. It should not be performed when 
the menstrual period is about to appear. 
Patients who have heart disease, especially 
when myocardial changes are suspected, 
should not be subjected to this examination, 
because the pressure of the gas, by raising 
the diaphragm, may seriously embarrass 
the heart action. 

In his series of cases the complications 
were as follows: (1) Severe syncope in 
a patient who was quite obese; apparently, 
as soon as the gas lifted the diaphragm, the 
heart action was interfered with, the patient 
became cyanosed, and the pulse barely per- 
ceptible. However, she rapidly rallied and 
he was able to continue with the fluoro- 
scopic examination. (2) The same com- 
plications to a less degree in another patient. 
(3) In a patient who had previously been 
operated upon for acute appendicitis and 
later for intestinal obstruction, and who 
had adhesions to the left pelvic region, he 
evidently caused sufficient irritation by 
manipulations to cause acute inflammation 
in the left fornix, which lasted about two 
weeks and subsided under palliative treat- 
ment. Ordinarily patients will complain 
of pain in the right side of the abdomen 
and right shoulder, lasting anywhere from 
twelve to forty-eight hours when oxygen is 
used. However, if carbon dioxide is used, 
the pain is of short duration. 

A close study of this procedure con- 
vinces him that this method of examination 
should be utilized in every case in which 
the sterility is of doubtful origin. It is 
important that the patency of the tubes 
should be established before any other form 
of treatment is undertaken. It is especially 
useful in patients who have had a unilateral 
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infection of the fallopian tubes, or in those 
who have had one tube removed because of 
infection or extrauterine pregnancy. Here- 
tofore there has been no means by which we 
could ascertain the patency of the other 
tube, except by operation. His conclusions 
in such cases were usually that the other 
tube was also involved, but that the involve- 
ment was not sufficiently great to be 
detected by the examining finger, and there- 
fore many of these patients were advised to 
undergo plastic operations on the remaining 
tube in order to cure their sterility. 

Four of his patients did not menstruate 
after they were insufflated, and upon exam. 
ination were found to be pregnant. One of 
these patients, who was since delivered of a 
living child, had been operated upon for left 
tubo-ovarian disease seven years previously. 


Resuscitation by the Intracardiac 
Injection of Adrenalin. 


GoTTEsMAN, in the Journal of the Amer 
ican Medical Association of October 14, 
1922, states that instances of recovery after 
failure of the heart action by the injection 
of adrenalin into the heart are sufficiently 
rare to justify the report of a case in which 
this occurred: 

S. K., a man aged seventy-three, with 
generalized arteriosclerosis, was admitted 
to the hospital June 26, 1921, complaining 
of severe pain in the right leg due to 
trophic changes. The patient was in fairly 
good condition for his age, although there 
was marked emphysema of the lungs, and 
emaciation. The heart sounds were dis- 
tant and of poor quality. The arteries of 
the extremities were tortuous and much 
thickened. There was marked atrophy of 
the muscles of the right lower extremity. 
Neither the dorsalis pedis nor the popliteal 
arteries could be felt. The Wassermann 
blood test was negative. The urine con- 
tained a trace of albumin, but no casts. 
The blood analysis revealed the urea nitro- 
gen as 12.2. The systolic blood-pressure 
was 176, diastolic 80. 

The pain continued to be very severe, 
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and, September 20, amputation of the af- 
fected extremity under spinal anesthesia 
was attempted. The patient was placed in 
a sitting position on the operating table, 
and after 10 cc of spinal fluid had been 
withdrawn, 10 cc of one-per-cent solution 
of procaine was injected into the spinal 
canal, followed almost immediately by 
drowsiness, cyanosis, and shallow respira- 
tion. The heart action remained good for 
about five minutes, when the patient be- 
came unconscious, respiration ceased, and 
the pulse and the heart sounds could not 
he detected. Artificial respiration was be- 
gun and various cardiac stimulants, includ- 
ing caffeine, camphor, and adrenalin, were 
given hypodermically, but without effect ; 
the breathing had ceased and the heart 


action seemed to have ceased. Twenty 


-minims (1.2 cc) of adrenalin, full strength, 
was then injected into the left auricle by 
puncture of the chest wall between the left 
third and fourth ribs, the position in the 
cavity of the heart having been determined 


by aspiration of blood. There was immedi- 
ate reappearance of the radial pulse and of 
feeble respiratory efforts. This was fol- 
lowed by the return of the heart sounds. 
The cyanosis was gradually replaced by nor- 
mal color, and within a few minutes respira- 


tion became regular, the heart action good,. 


and consciousness was restored. After this 
the patient made an uneventful recovery 
from his symptoms. 

As the pain continued for a number of 
months, the extremity was finally ampu- 
tated above the knee, under gas and oxygen 
anesthesia. Recovery was prompt and the 
patient was discharged from the hospital 
four months after operation. 

All the successful cases of resuscitation 
with intracardiac injections of adrenalin 
reported in the literature occurred in heart 
failure following anesthesia, asphyxia, or 
severe physical or electrical shock, when 
there was no distinct contraindication to the 
restoration of the cardiac action, to wit, the 
presence of a prolonged illness or disease. 
Only in this type of case would such meas- 
"ares have any permanent effects. 
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Emergency measures used to restore 
cardiac activity act either through direct 
action on the cardiac muscle, as in cardiac 
massage through the abdomen, or through 
the action of a drug on the myocardium or 
on the neuromuscular junctions. Adrenalin 
injected directly into the heart combines 
the advantages of the two, the puncture 
mechanically stimulating the heart muscle, 
and the drug acting on the neuromuscular 
junctions. 


Treatment of Hookworm Infection with 
Carbon Tetrachloride. 

In an editorial on this subject the Journal 
of Laboratory and Clinical Medicine for 
October, 1922, states that Hatt (Jour. Am. 
Med. Assn., Nov. 19, 1921) advocated the 
use of carbon tetrachloride in the treatment 
of hookworm infection. He claims that one 
dose of 0.3 cc for every kilogramme of body 
weight is sufficient to remove almost all 
worms. He tested this agent on monkeys, 
giving as much as five times the dose 
mentioned above, without producing un- | 
favorable symptoms. He himself took in 
the morning 3 ce of carbon tetrachloride 
and did his usual day’s work without any 
inconvenience. The drugs which have been 
most in favor in the treatment of this 
disease are thymol, beta-naphthol, and 
chenopodium. All of these need to be 
administered in considerable doses and with 
caution, since serious results have been 
known to follow. 

Carbon tetrachloride can be prepared 
cheaply and obtained quite pure. It is a 
colorless liquid, with a sweetish, pungent 
taste. It is soluble in alcohol and ether and 
itself dissolves fatty substances. The only 
medical use in which it has been employed 
heretofore is as an anesthetic and as an 
inhalation in hay-fever. At one time it 
was used by the barber in dry shampoo, but 
fell into disuse because a woman died 
suddenly after its application. There was 
some question as to the cause of death. 

Nichols and Hampton have taken up this 
subject and tried it out both upon healthy 
people and upon ‘those harboring the hook- 
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worm. A murderer sentenced to death 
volunteered to take 6 cc. This was given 
one hour after the midday meal, and some 
hours later he passed four ascaris worms. 
Thirteen days later this dose was repeated 
in the early morning before breakfast. The 
patient stated that during the forenoon he 
felt a little giddy and sleepy, but this soon 
passed. He was executed a week after he 
had received the second dose, and a post- 
mortem done one hour after death showed 
no worms in the intestines. Besides, the 
autopsy showed no lesions which could be 
attributed to the dose administered. In an 
agricultural college in Ceylon carbon 
tetrachloride was tried out on the students. 
No purgative was given on the preceding 
night, all received a dose of 3 cc of the drug 
before breakfast, and no purgative was 
given after the drug had been administered. 
The students were instructed to carry on 
their usual mode of life and no restrictions 
were placed upon their work, play, or diet. 
No inconvenience from the drug was recog- 
nized, and an average of thirty-six hook- 
worms for each student was recovered from 
the stools. Next the drug was tried on 
sixty-four additional students, with like 
results. 

Nichols and Hampton conclude: (1) 
That carbon tetrachloride is an efficient 
anthelmintic; (2) that the drug may be 
administered safely in doses of 10 to 20 
minims to children of three or four years 
of age; (3) that it aids in the expulsion 
of Ascaris lumbricoides if it is followed by 
a purgative, but in this respect it is not as 
effective as chenopodium ; (4) that the drug 
does not seriously deteriorate on keeping ; 
(5) that it is preferable to chenopodium for 
the following reasons: (a) there is no ob- 
jection to its taste; (b) it is not necessary 
to precede or follow its administration by 
a purge; (c) it is more efficient than cheno- 
podium and is not so distressing; (d) it is 
much cheaper than any other drug used for 
this purpose; (e¢) it can be prepared in a 
high degree of purity and only chemically 
pure preparations should be used; (f) the 
patient is not interrupted in his vocation. 
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The Excretion of Potassium Iodide as a 
Test of Renal Function. 


In an editorial on this subject the Journal 
of Laboratory and Clinical Medicine for 
October, 1922, states that Linder (Quar- 
terly Journal of Medicine, April, 1922), 
acknowledging that it is unwise to unduly 
multiply the tests of renal function, thinks 
that if a new agent proves to be reliable and 
gives additional information of use in 
diagnosis, prognosis, or in treatment, it will 
justify the experimentation. He thinks 
from his experiments that the iodide test 
is of great value in prognosis. He has 
classified his cases according to their iodide 
output. The patients who excreted less 
than fifteen per cent of that administered 
within a given time had the clinical signs of 
severe renal damage. They showed no 
tendency to improve; in fact, most of them 
steadily deteriorated and died in a few 
months. In the group from which he 
extracted from fifteen to twenty-five per 
cent of the iodide, there were two types of 
cases: (a) those in whom the power of 
excretion did not recover and whose subse- 
quent progress was unfavorable, and (b) 
those in whom the iodide excretion did 
recover and whose progress was good. All 
of the last were cases of acute nephritis. Of 
those who excreted from twenty-five to 
thirty-five per cent, two recovered the 
power of iodide elimination, and of these 
one progressed well and one moderately 
well considering the unfavorable environ- 
ment to which she returned. The one who 
failed to improve the iodide excretion 
showed practically no amelioration of 
symptoms even while under hospital treat- 
ment. The improvement of the iodide 
output is a valuable sign of recovery. The 
progress of the patients who eliminated 
more than thirty-five per cent was good, so 
far as renal conditions are concerned, but 
unimpaired power of iodide elimination is 
of less significance than its impairment. 

Linder’s conclusions are: (1) The iodide 
test is a reliable indication of nephritis 
when the excretion falls below thirty-five 
per cent. (2) In certain cases of nephritis 








it is the only test of function which shows 
renal damage. (3) It is a good sign when 
the excretion remains unimpaired through- 
out; a fair prognosis when it recovers after 
being impaired, and a bad prognosis and of 
advanced structural damage when it 
remains indefinitely in the region of twenty- 
five per cent. A reduction of the output to 
fifteen per cent or less is a sign of advanced 
progressive disease and often foretells 
death. (4) In certain cases it may be an 
aid to treatment, indicating a less advanced 
stage of recovery than can be recognized 
by clinical signs and other function tests. 
(5) Rarely some iodism is noticed, but in 
no case was there evidence of a deleterious 
effect on the kidney. 


The Comparative Concentrations of 
Alcohol in Human Blood and Urine 
at Intervals After Ingestion. 


Mites, in the Journal of Pharmacology 
and Experimental Therapeutics for No- 
vember, 1922, in summarizing his article, 
states that his research grew out of the 
question whether or no the alcohol content 
in the urine is identical with that in the 
blood, and if these parallel the intensity of 
intoxication or alcohol effect following the 
ingestion of one portion. The Widmark- 
Nicloux method of alcohol determination 
has been employed and men representing 
abstinents, moderate drinkers, and habituals 
have been tested. 

1. The alcohol concentration in venous 
blood and in urine after taking 27.5 
grammes absolute ethyl alcohol diluted in 
1000 cc or 100 cc of fluid is not identical 
and does not run parallel in the first two 
hours after ingestion. Taken as 2.75 per 
cent, the concentrations in the venous 
blood at 20, 40, 70, and 120 minutes after 
ingestion are 18, 24, 30, and 30 mgm. of 
alcohol. per 100 cc. The corresponding 
urine values are 15, 37, 47, and 43 mgm. per 
100 cc. The urine concentration is 40 to 50 
per cent higher than the blood at forty min- 
utes to two hours after ingestion, and it is 
also higher than that of the plasma by 20 
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to 25 per cent. The alcohol taken as 27.5 
per cent solution gave, at the above speci- 
fied intervals, 28, 42, 43, and 36 mgm. per 
100 cc in the blood, and in the urine 24, 51, 
65, and 49 mgm. per 100 cc. 

2. The same weight of alcohol taken in a 
concentrated solution produces a definitely 
higher alcohol concentration in both blood 
and urine than when taken in a much more 
dilute solution. 

3. During the first twenty or thirty min- 
utes after ingestion the urine alcohol is 
about the same or a little higher than in 
the blood; then for one hour or more it is 
35 to 50 per cent higher. 

4, The plasma contains a higher alcohol 
content than the corpuscles in the ratio of 
about 2:1, but the urine is usually higher 
then the plasma. 

5. Subjects thoroughly habituated to alco- 
hol absorb the 2.75-per-cent dose about the 
same as non-habituated individuals. 

6. Changes in the amount of urine per 
minute do not perceptibly influence the con- 
centration of alcohol in the urine. 

?. The percent of alcohol eliminated in 
the urine within two hours after ingestion is 
1.2 to 1.6 of that ingested. The major part 
of the elimination occurs in this period 
provided the bladder is emptied two or 
three times. 

8. Both blood and urine reach their 
maximum alcohol concentration at about 
the same time, and while not identical still 
the urine-alcohol curve is very useful for 
comparison with the time relations of the 
objective measurements of the alcohol effect 
on the central nervous system. 





Luminal in Migraine. 


Harris, in the British Medical Journal of 
October 28, 1922, states that the dose of 
luminal as a rule should not be more than 
34 grain three times daily at first, and if 
the result is good the dose need not be 
increased, but after a fortnight may be 
reduced to twice daily, and later to once 
daily, at bedtime. Occasionally larger 
doses, as 114 grains three times a day, may 
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be required to produce a good effect, but if 
this dose is made a routine at the com- 
mencement of treatment, toxic symptoms 
will often be met with, such as excessive 
drowsiness, incodrdination of the limbs, and 
a sensation of unreality in relation to sur- 
roundings. 

After continual administration of the 
drug for a week or more, various cutane- 
ous rashes may be seen, such as erythema, 
urticaria, and a macular pink blotchy 
eruption, perhaps followed by dry, branny 
desquamation. These rashes are unlikely 
to occur if an initial dose of % or % grain 
three times a day is not exceeded. 

If migraine or other headaches are asso- 
ciated with sleeplessness, luminal is espe- 
cially indicated, and 34 grain three times a 
day will usually give refreshing sleep every 
night, such as the patients have not known 
perhaps for many months. This coincident 
relief of the insomnia and of the distressing 
headaches is a most striking evidence of the 
value of this treatment. How long to 


continue it must be settled by further 


experience. 

At present, after two weeks’ administra- 
tion of 34 grain of luminal thrice a day, he 
reduces the dose to twice daily (morning 
and evening) for another fortnight, and 
then to a nightly or even occasional dose 
of % or % grain for three months or even 
more. Many sufferers from migraine will, 
he thinks, require to take it occasionally, 
once or twice a week, indefinitely. 





The Wassermann Reaction in Non- 
syphilitic Patients: What 
it Conveys. 


BROEMAN, in the Ohio State Medical 
Journal for November, 1922, states that 
while he is firmly convinced that the 
Wassermann reaction is still the greatest 
aid we have in dealing with syphilis, we 
must never for an instant lose sight of its 
limitations, and the technique of the 
laboratory must always be carefully 
watched and controlled in every possible 
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way by the observations and experience of 
the clinician. Laboratory tests are all very 
well, but he feels sure that carefully gath- 
ered clinical data will never yield their 
position as the best and surest means of 
diagnosis. No physician should wholly 
condemn the Wassermann reaction because 
it fails to confirm his diagnosis in one or 
two cases. We cannot generalize from a 
single instance in this matter, more than 
in any other. It is only after a large series 
of cases has been carefully controlled and 
completely studied that we should permit 
ourselves to draw conclusions or alter 
markedly our views. It should be the aim 
of every one sincerely interested in obtain- 
ing exactitude in laboratory results to make 
every effort to detect inaccuracies and to 
devise means of checking and eradicating 
them whenever possible. 





Toxin-antitoxin Immunization Against 
Diphtheria. 


Park, in the Journal of the American 
Medical Association of November 4, 1922, 
in summarizing an article on this subject, 
states that the results of twenty-five years 
of experimental and practical investigation 
of the immunizing effect of toxin-antitoxin 
injections and the value of the Schick test 
are as follows: 

Three injections, 1 cc each, of a suitable 
toxin-antitoxin mixture, spaced one or two 
weeks apart, will cause about 85 per cent 
of susceptible children or older persons to 
develop sufficient antitoxin to give the nega- 
tive Schick reaction and produce marked, 
if not absolute, protection against diph- 
theria. 

The development of the immunity is slow. 
An amount of antitoxin sufficient to prevent 
the positive Schick reaction develops in the 
different children in from one to six months 
after the receiving of the injections. Anti- 
toxin as heretofore must continue to be used 
to produce immediate immunity. 

The duration of the immunity in at least 
90 per cent of the children is for mare than 
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six years and probably for the remainder of 
life. There seems to be no difference in 
this respect between these and those who 
develop antitoxin naturally. 

Toxin-antitoxin injections should not be 
given within two weeks after an injection 
of antitoxin ; otherwise the toxin is slightly 
overneutralized and the resulting develop- 
ment of antitoxin is lessened. 

Mixtures made from old toxin and anti- 
toxin are fairly stable and may be used for 
a period of one year. Such preparations are 
at their best when first sent out, as the 
mixtures slowly tend to become at first 
neutralized and then slightly antitoxic. 
This change gradually lessens the immuniz- 
ing power of the toxin. The toxin-anti- 
toxin should be kept cool and in a dark 
place; it is best to use the mixtures within 
three months after their final preparation. 

A toxin-antitoxin mixture of stabilized 
materials which is safe when it leaves the 
laboratory cannot become more toxic on 
being kept. No serious effects have ever 
resulted from the injections given to the 
tens of thousands of New York children 
since the work was begun seven years ago. 

The Schick test is an extremely reliable 
means of separating those individuals who 
have antitoxic immunity from those that 
have none. Although a simple test, it must 
be carried out with extreme care. The toxin 
must be retained intracutaneously, and the 
toxin must be neither 25 per cent more nor 
less than the desired amount. It is ex- 
tremely important to choose glass of suit- 
able chemical composition for the contain- 
ers in which the toxin is to be placed, as 
otherwise rapid deterioration may take 
place. 

The preliminary Schick test is usually 
omitted in children under three years of 


age. This is for two reasons: (1) Two- 


thirds of these children require the toxin- 


antitoxin injections anyway. (2) We are 
not certain whether those that do give the 
negative reaction are immune because of 
an unusual persistence of the antitoxin 
given them by their mothers, or because of 
the active development of antitoxin in their 


own bodies. After this age the test is de- 
sirable, but it is often omitted. 

Thus, in practical school work, the first 
Schick test is frequently omitted in children 
up to the age of six, because it is easier to 
inject the children at once rather than to 
delay for the test. At this age the percent- 
age of children requiring immunization is 
still high, and the annoyance from the in- 
jections is slight. The omission of the 
preliminary Schick test facilitates the intro- 
duction of the immunizing injections in the 
schools. Above the age of six years the 
preliminary Schick test should be made 
whenever practicable. 

No child should be pronounced immune 
from diphtheria because of having received 
three immunizing injections of toxin-anti- 
toxin. A negative Schick test is absolutely 
necessary before one can properly make 
such a statement or issue a certificate. 

The use of the control protein test made 
with the heated toxin is advisable at all 
ages when a careful separation of the 
pseudonegative reaction from the combined 
positive reaction is important. As with the 
Schick test, it is frequently omitted because 
of local conditions. The older the child the 
more likely it is to be immune and to give 
a confusing protein reaction. In children 
under five years of age the protein reaction 
seldom confuses the picture if the Schick 
tests are read as late as on the fourth day; 
between five and seven years the control 
does not help greatly in more than 5 per 
cent. In older children and adults, not only 
does the control protein test help us to 
decide more correctly in about 10 per cent 
of doubtful reactions, but when it is marked 
it also indicates with some probability those 
persons who are likely to have the marked 
local and constitutional reactions from the 
toxin-antitoxin injections. 

The toxin-antitoxin injections are in- 
advisable before the age of six months. 
During this time most of the infants retain 
the antitoxin received from their mothers. 
Up to the age of three months, immunizing 
injections are usually ineffective, as the 
infant tissues do not respond sufficiently 
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during this period to the toxin-antitoxin to 
produce antitoxin. Under usual conditions 
it is probably safe to wait until the infant 
is nine months old, and then to give the 
injections at the first suitable occasion. 
During the first three years there is almost 
no annoyance from the injections. As the 
child grows older the danger from diph- 
theria gradually lessens, and the percentage 
of those developing annoying local and con- 
stitutional reactions slowly increases. 

The immunization of schoolchildren in 
acting to prevent their contracting diph- 
theria also lessens the exposure to infection 
of the younger children of preschool age in 
their families. 

There appears to be no difference in the 
degree of immunity between those individ- 
uals who have developed antitoxin from 
natural causes and those who did so because 
of the stimulus of the toxin-antitoxin in- 
jections. 

Institutions in which the children have 
been given the immunizing injections have 


been remarkably free from diphtheria. 

The schoolchildren who have been in- 
jected have had one-fourth as many cases 
as the untreated children, and these cases 
have been of less severity. 


Management of Asthma in Children. 


LarsEN and BELL, in the American Jour- 
nal of Diseases of Children for November, 
1922, state that of one hundred cases 
of asthma and chronic bronchitis, forty- 
four subjects were shown to be sensitive to 
protein. Of the forty-four, thirty-six were 
positive to animal emanations, and of these 
thirty-two were positive to rabbit hair. 

Sixty positive reactions were obtained. 
Of these forty-nine, or 81 per cent, were 
positive to animal emanations, and thirty- 
two, or 54 per cent, were positive to rabbit 
hair. 

In treating the sensitive type, removal of 
the protein from the environment gave 
marked immediate relief. 

In treating the non-sensitive type, sim- 
ple hygienic measures gave relief in slightly 
more than half the cases. 
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The Effects of Quinidine in Patients 
with Auricular Fibrillation and 
its Toxic Influence. 


Levy, in the Archives of Internal Med- 
icine for October, 1922, in summarizing 
his article tells us that an electrocardio- 
graphic study has been made of eleven 
patients with auricular fibrillation who re- 
ceived quinidine sulphate by mouth. In 
three, to whom quinidine was given on 
twelve occasions, the normal rhythm was 
restored nine times. In eight, to whom the 
drug was given on eleven occasions, restora- 
tion of the normal rhythm was not accom- 
plished. 

In the cases in which normal rhythin 
was established, the first effect noted was 
usually acceleration of ventricular rate; 
next in order came ectopic ventricular beats. 
The transitional mechanisms in the com- 
mon order of appearance were: coarser fi- 
brillation, denoting retardation of auricular 
rate, impure flutter, flutter, and normal 
rhythm. 

The transition from flutter to normal 
rhythm has been photographed in the sec- 
ond lead and has been described. 

The occurrence of variations in the form 
of P waves, ectopic auricular contractions, 
auricular tachycardia and _ sinoauricular 
block after resumption of the sinus rhythm, 
is adduced as evidence that there is, even 
at this time, a tendency for the impulse to 
be initiated at a point other than at the 
sinus node and to traverse an unusual path 
in its course through the auricle. 

Both auricular and ventricular prema- 
ture beats could, on occasion, be abolished 
hy further exhibition of the drug. 

The effects on rate, A-V conduction, in- 
traventricular conduction and on the T 
wave are discussed. 

Reference is made to the influence of 
digitalis on the issue of quinidine admin‘s- 
tration and to the effect of atropine after 
establishment of the sinus rhythm. 

In the cases in which restoration of the 
normal mechanism was not accomplished, 
evidences of the undesirable action of quini- 
dine were more frequently observed. Tachy- 
cardia was troublesome and in one instance 
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was followed by signs and symptoms of 
heart failure. 

The close interrelationship of fibrillation, 
impure flutter and flutter was evident in 
that rapid change from one of these me- 
chanisms to the other was frequently seen. 
This observation lends support to the con- 
cept that they are all dependent on the same 
basic disturbance, namely, a circus contrac- 
tion in the auricles. 

Ectopic ventricular beats were seen after 
quinidine in all of the eight cases under 
discussion. These occurred at times in 
such fashion as to cause coupled rhythm. 

After the continued administration of 
quinidine, paroxysms of ectopic ventricular 
tachycardia sometimes ensued. This ar- 
rhythmia is significant for the clinician; for 
in dogs injected with digitalis or strophan- 
thine it is not infrequently the precursor of 
ventricular fibrillation and death. In the 
three cases in which this mechanism was 
seen, the paroxysms were fortunately of 
short duration. 

In certain patients, quinidine is a toxic 
substance for heart muscle, even in doses 
ordinarily regarded as safe for clinical use. 
Carefully administered, the drug possesses 
great therapeutic virtue, whereas unintelli- 
gently given it may be expected to cause 
undesirable effects. 


Intraventricular and Subdural Serum 
Treatment of Meningococcus Menin- 
gitis in Infancy. 


Howett and Couen, in the American 
Journal of Diseases of Children for Novem- 
ber, 1922, state that it seems plausible that 
the difficulty in the treatment lies with the 
failure of the serum to reach the proper 
place. Even when fluid is obtained by 
lumbar puncture, they have reason to 
believe that serum introduced into the lum- 
bar spine does not spread into the inflamed 
areas or go beyond the lowest level of 
inflammation and hence cannot do its work. 
Therefore, if the serum is to do its best 
work, it must be introduced above the block 
or partial block, flow over the inflamed 


189 


areas, and if possible be drawn off by 
lumbar puncture. Infants with open 
fontanels or cartilaginous fontanels offer 
easy approaches for giving serum from 
above. 

They began in 1914 to give serum for the 
treatment of meningitis into the lateral 
ventricles in cases in the wards at the 
Infants’ Hospital. At first they hesitated to 
go into the ventricles unless they were 
unable to obtain fluid by lumbar puncture, 
or unless the case did not improve with 
spinal serum. Later they found that 
resistant cases had infected ventricular 
fluid, and they were ready to act more 
boldly though there might be good lumbar 
drainage. Now they consider it proper to 
give early intraventricular serum, especially 
if the fluid withdrawn is turbid indicating a 
ventriculitis, which commonly occurs in the 
first few days of the meningeal stage, if 
indeed the ventricles may not be the first 
location attacked. They believe that early 
introduction of serum into the ventricles 
will prevent partial or complete blocking of 
the spine, which led them in the first place 
to consider intraventricular serum neces- 
sary. If there is complete blocking of the 
spines high and there is a dry lumbar tap, 
it is all the more necessary to give serum 
high above the block. There may be no 
interference with the passage of the fluid 
out of the ventricles through the foramina 
and serum introduced into the ventricles 
can flow out, clear up the meningitis, and 
later fluid be obtained by lumbar puncture. 
If the foramina are closed, it may be with 
inflammatory products; serum given into 
the ventricles can clear the ventriculitis and 
hence the passages. 

The results of intraventricular injection 
of serum have been encouraging. The tech- 
nique is easy, and with ordinary care there 
is no danger. Directions are given in text- 
books, and in articles on hydrocephalus, for 
puncture of the lateral ventricles, but it is 
necessary to vary according to circum- 
stances. The needle should be of good size, 
at least 6 cm. long, and the authors prefer 
it without a stylet. The most important 
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direction to remember is never to move the 
needle in a lateral direction after it is intro- 
duced through the skin. If it is desired to 
change the direction of the needle, pull it 
out and start again in the new direction 
Only in this way can injury to the brain 
substance be avoided, for the fulcrum of 
the lever is at the tough skin, and any 
lateral motion of the butt of the needle will 
be as great or greater at the point. The 
needle should be introduced through the 
anterior fontanel at one side of the median 
line, far enough from the middle to miss 
the longitudinal sinus, and in a line joining 
the lateral angles. The direction should be 
a little forward and toward the outer 
canthus of the eye on the same side. It is 
never necessary to go in more than 4 cm., 
but if the ventricle is dilated, the distance 
is less in proportion to the dilatation. They 
think it better not to puncture both lateral 
ventricles at the same time, unless the 
opposite ventricle is not emptied or unless 
there is very thick fluid withdrawn from the 
first ventricle. : 

The technique of subdural injection is 
very simple. A 10-cc Luer syringe with a 
16-gauge needle is filled with serum. The 
puncture is made at the outer edge of the 
fontanel, so that the needle slips obliquely 
under the bone, thus making it easy to go 
through the dura. When through the skin 
and dura and in the subdural space, the 
plunger of the syringe will move in without 
force. The operation should not be 
attempted with a bulging fontanel, for with 
a brain pressing hard against the skull the 
serum will not distribute well, and there is 
some danger of increasing the local pres- 
sure, hence causing cortical lesions. 
Excessive fluid is withdrawn by lumbar or 
ventricular puncture before doing a 
subdural injection. If the ventricular fluid 
is cloudy and contains organisms, serum 
must be given into the ventricles as well as 
subduially, for it is improbable that serum 
given subdurally will cure a ventriculitis. 

During the years 1914-1920 there were 
treated eighty-one cases of epidemic cere- 
brospinal meningitis in infants under two 
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years of age. Three of these infants were 
taken home against advice of the hospital, 
before sufficiently treated, and died within 
a few days. Seventy-eight received treat- 
ment as long as necessary in the hospital. 
Forty-two were treated by spinal serum 
injections alone, with a mortality of 
twenty-six cases, or 62 per cent. These 
were the ordinary favorable cases, and at 
the time no other treatment seemed neces- 
sary. The remaining thirty-six patients 
either did not improve with spinal serum, 
or, for other reasons found at examination, 
were not expected to improve, hence were 
given in addition to spinal serum injections, 
intraventricular or subdural injections, and 
sometimes both. There were nineteen 


deaths among the thirty-six, a mortality of 
57.7 per cent. This indicates that they were 
able to get better results in the very ill than 
in the more favorable cases, by giving serum 
above the blocked or pocketed regions. 
Howell and Cohen were astonished, in 
following the cases to June, 1921, to find 


that many patients discharged “well” from 
the hospital developed hydrocephalus, deaf- 
ness, blindness, or some sad result. There 
appears to be, so far as they know, no way 
to determine if an infant is cured and in no 
danger of sequels, even if the spinal fluid 
becomes normal. 

Thirty-three of the seventy-eight subjects 
were discharged from the hospital living 
and with negative spinal fluids, but eight 
of them died in from a few days to two 
years after discharge. Of these eight, three 
had spinal treatment only, five intraven- 
tricular as well as spinal treatment. One 
of the three spinal patients died of a 
relapse, one of empyema following measles, 
one a year and a half later of a complica- 
tion following otitis media. Four of the 
five patients with intraventricular involve- 
ment died of bronchopneumonia several 
months after leaving the hospital, and two 
of these showed normal brains at necropsy; 
the fifth returned to the hospital as a feeble 
feeding case with hydrocephalus, and 
obstructive hydrocephalus was found at the 
necropsy. 
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In June, 1921, they were able to account 
for the remaining twenty-five cases of the 
series. Fourteen patients are living and 
well; eleven are living but have serious 
sequels. The fourteen “well” cases are 
equally divided as to type of treatment, 
seven having received spinal injections and 
seven high injections of serum. This is a 
highly satisfactory result, for the ventricular 
and subdural cases were more discouraging 
at the start. However, the eleven cases 
with sequels tend to indicate the value of 
high injections in that six were spinal cases. 
supposed to be favorable at the start, and 
five were given high injections. 

They have yet to see any harm done by 
careful intraventricular or subdural injec- 
tion of serum, as shown clinically or by 
necropsy findings. Though the number of 
cases in this series may be rather small on 
which to base hard and fast conclusions, 
they are convinced from the study of these 
cases that the spinal introduction of serum 
is not sufficient, and in order to better the 
results, serum should be introduced into the 
ventricles early in the disease and repeated 
so long as the ventricular fluid is cloudy, or 
drainage from the lumbar spine is poor. 
The subdural injection of serum is indi- 
cated, when there is evidence of cortical 
irritation. Though it may seem radical, 
they believe that by the early high injection 
of serum it would be possible in many cases 
to clean up areas of inflammation, which 
later cause mechanical and degenerative 
sequels. 


The Treatment of Chorea by Intrave- 
nous Injections of a Pure Protein. | 


Horton, in the Ohio State Medical Jour- 
nal for November, 1922, concludes: 

1. From the reported and other as yet 
unreported cases, it would seem that a 
chemically pure protein may be used in- 
travenously with as great success as auto- 
serum or horse serum, and with greater 
convenience. 

2. The results obtained are probably due 
to foreign protein alone. 
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3. The use of protein is most effective 
(and perhaps only so) in those cases of 
chorea giving a rheumatic or tonsillar 
history. 

4. Whether the presence of an eosino- 
philia will aid in eliminating cases that will 
not respond to this form of treatment re- 
quires further study. 





The Standard of Cure in Syphilis. 


In the American Journal of Syphilis for 
October, 1922, FRASER says that the ques- 
tion is whether syphilis can be cured or 
not, and whether cure is relative or abso- 
lute. Jacobi states that in the light of our 
present knowledge the question cannot be 
answered definitely. In making this as- 
sertion he reminds us that reinfection is 
no evidence of curability. This is a rea- 
sonable contention, for we meet with cases 
of inherited syphilis which have acquired 
a reinfection—the “binary syphilis’ of 
Tarnowsky. Reinfection in acquired syph- 
ilis also occurs, and Morrow states that in 
some cases the surface manifestations of 
a former attack were plainly evident and 
coincident with the eruptive phenomena of 
the second infection. 

At present we have no absolute proof of 
cure, either clinical, biologic, or serologic. 
Cure, then, as far as we are aware, must 
be relative. If we cannot with certainty - 
cure the syphilitic, we must aim at render- 
ing his disease sufficiently latent that the 
possibility of later sequele supervening is 
a small one. To do this treatment must 
be prolonged and adequate—not merely 
gauged by the behavior of an empirical 
Wassermann reading in his serum and 
cerebrospinal fluid. Treatment must aim 
at stimulating the body tissues to an effec- 
tive and protracted defensive mobilization. 

Unfortunately the treatment of syphilis 
cannot be reduced to terms of a mathe- 
matical formula—so many doses of arseno- 
benzol, so many months of mercury, and 
sO many negative Wassermann readings. 
The teaching of Morrow is as sound to-day 
as when he wrote that “there is no class 
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of disease which so well illustrates the 
principle that uniformity of practice is not 
a good practice. Many conditions relating 
to the constitution of the individual, his in- 
herited or acquired predispositions, and his 
habits of life, must be taken into considera- 
tion. The indications are to treat the 
patient as well as the disease.” 

In this connection a recent pronounce- 
ment of Buzzard sums up the position very 
well. He writes: “We are all asked ‘How 
long must I go on with treatment before I 
am cured?’ For many years my answer 
has invariably been ‘For the rest of your 
life.’ I am never consulted about a primary 
chancre, but if I were my advice would be 
the same.” Speaking of present-day treat- 
ment he says: “If you take a hundred 
cases of syphilis and treat them all accord- 
ing to the standard methods of the day 
you are justified in believing that a certain 
proportion will have been cured, but you 
cannot honestly tell any single one of these 
patients that his disease has been eradi- 
cated.” Buzzard is optimistic enough to 
believe that if this truthful line were 
adopted and the patients urged to have 
periodic courses of treatment for the rest 
of their lives we should see very much less 
of the late syphilitic diseases than we do. 
As it is, a large amount of our time is 
taken up with the treatment of syphilitic 
affections of patients who had been told 
years ago that they had been cured of 
their disease, and this must go on as long 
as we lack the means of determining 
whether a cure of the disease has been 
effected. 

An adequate standard of cure must con- 
sider the following points: 

A few spasmodic massive doses of 
arsenobenzol cannot be regarded as a 
serious effort to treat early syphilis. 

Wassermann readings, when their fal- 
lacies and limitations are fully appreciated, 
are of value in diagnosis. As a control of 
treatment or a guide to cure they are 
unreliable. 

Treatment directed against and controlled 
by the Wassermann reaction is misapplied. 
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A slow and progressive _ sterilization 
should be preferred to a sterilization which 
is quick and sudden and therefore prob- 
ably incomplete. The drugs at our dis- 
posal should be employed in such a manner 
that their faculty of stimulating tissue de- 
fensive activity be utilized in addition to 
their parasiticidal action. Such treatment 
should be continued for two or three years 
irrespective of Wassermann readings. 

Each case should be treated as an indi- 
vidual. The patient rather than his posi- 
tive Wassermann reading should receive 
treatment. 

Each case should be subjected to periodic 
clinical overhaul for the rest of his life. 
The necessity of this procedure should be 
impressed upon the patient at the time of 
his discharge from treatment. 

An adequately-treated syphilitic may be 
permitted to marry at once. 

The wife of a syphilitic should be sub- 
jected to intensive treatment throughout the 
whole period of each succeeding pregnancy. 
The child should be treated from birth over 
a period of three years whether signs of 
the disease are present or not. The Was- 
sermann reading in the new-born is not a 
reliable guide. 

A syphilitic woman may marry immedi- 
ately adequate treatment is complete. She 
also must be subjected to treatment during 
each gestation, and her children treated 
from birth. 





The Treatment of Skin Cancer by 
X-rays, Radium, and Electro- 
coagulation. 


PFAHLER, in the New York Medical Jour- 
nal and Medical Record of November 15, 
1922, reminds us that basal cell epithelio- 
mata are the most responsive to any form 
of treatment and they form the group that 
has made the plaster quack famous. Plas- 
ters can be used successfully in this group 
of cases if used thoroughly and skilfully, 
but all of these lesions can be beautifully 
destroyed by electrocoagulation, which is 
immediate in its effects and can be con- 











trolled so as to accomplish exactly what 
the operator wishes. The lesion can be 
curetted away, and if there is any bleeding 
granulation left, this can be further de- 
stroyed by the spark so that a definite and 
perfect result can be obtained. For this 
purpose he also uses the Oudin current and 
a very fine brush spark, but the size of the 
spark and the length of application will 
depend entirely upon the size and location 
of the lesion. In all these cases he be- 
lieves that it is advisable, and it is his 
practice, to apply a full erythema dose of 
the Roentgen rays after the destruction. 
_ This gives double assurance of complete 
recovery. Generally a single combined 
application of this kind will be sufficient 
to cure the lesion. If there is any thick- 
ening of the scar, which sometimes occurs 
in the center ‘of a large lesion, it can he 
softened by further application of the 
x-rays. In other words, it should be 
treated as a beginning keloid. 

This treatment is the quickest and he 
believes the most certain method, but all 
of these lesions can also be cured by the 
x-rays or radium if skilfully applied, and, 
as has been shown by MacKee, the major- 
ity can be cured by a single application 
of the x-rays. The x-rays or radium are 
preferable in the treatment of all these 
lesions in which a scar is a serious objec- 
tion. This applies especially to the lesions 
about the eyelids, and it is his practice to 
treat the lesions about the eyelids either 
with radium or the x-rays. Either agent 
can be used with success. Bowen of Co- 
lumbus has shown brilliant results by the 
use of x-rays in lesions about the eyelids, 
even in very advanced cases. For this 
purpose he uses from two to four erythema 
doses in a single application, but confines 
the radiation almost entirely to the actual 
size of the lesion. If the treatment is not 
given in this massive quantity at a single 
application, the radiation should be kept to 
the saturation point. That is, a full 


erythema dose should be given and re- 
peated often enough and with quantities 
sufficient to keep the radiation at the point 
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of saturation. In his experience he has 
had the best results in these epitheliomata 
about the eyelids with the use of radium, 
and in general, if time and expense is no 
objection, he believes that radium will pro- 
duce the best results in all of this class of 
skin lesions. 

Squamous-cell epitheliomata, as we all 
know, are much more serious and much 
more difficult to cure. Therefore, he be- 
lieves that it should be our aim to be as 
thorough ‘as possible from the very begin- 
ning. Some of this group can be cured by 
the x-rays. He believes a greater number 
can be cured by thorough application of 
radium, and that the radium or x#-rays 
should be used to the extent of actual 
destruction. That is, we should use three 
or four erythema doses at once or keep the 
radiation to the point of saturation contin- 
ually until the lesion has disappeared. In 
this group a greater amount of filtration is 
desirable, and at least six millimeters of 
filter should be used if the x-rays are 
depended upon. He generally uses half a 
millimeter of silver and a millimeter of 
brass with a millimeter of rubber for fil- 
tration if radium is used. He believes that 
the best results are obtained (at least in his 
experience) if the local lesion can be 
thoroughly destroyed by electrocoagulation, 
and then the s-rays used to the extent of 
about one and a half erythema dose with 
six millimeters of filter. The same radia- 
tion should be used for the adjacent 
glandular area, and a full erythema dose 
should then be used again in three or four 
weeks. By following this technique he has 
succeeded in getting all of the primary 
epitheliomata of the lower lip well up to 
date, providing there has not been pre- 
viously some form of incomplete treatment, 
either excision or some form of caustic 
application. He believes that this record is 
better than any that has been produced 
even by the most thorough dissections. 
Unless the work is thoroughly and skilfully 
done it should not be attempted, for tam- 
pering with a squamous-cell epithelioma, 
especially of the lip, by partial destruction 
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with electrocoagulation or incomplete ra- 
diation is just about as harmful as incom- 
plete surgery or incomplete treatment by 
caustics. 

The group of epitheliomata with me- 
tastasis is always very serious and the prog- 
nosis is generally bad. It has been his 
practice until the last year to advise treat- 
ment of the local lesion by either excision, 
electrocoagulation plus preliminary radia- 
tion, or treatment of the local condition by 
radiation and electrocoagulation, and then 
careful dissection of the metastatic glands 
following a thorough preoperative radia- 
tion. This has given some brilliant results, 
but recently he has had successes in the 
elimination of the metastatic lymph nodes 
by. the introduction of radium needles, and 
he thinks this is a form of treatment which 
should be seriously considered at present, 
together with thorough radiation by the 
x-rays filtered through from six to ten 
millimeters of aluminum and at a distance 
of 30 to 40 cm. with a 9-inch parallel 
spark-gap and five milliamperes of current, 
the time depending upon the amount of 
filtration. When he uses radium needles 
in metastatic glands he prefers to use them 
about two weeks after a full dose of x-ray 
treatment has been given over the general 
glandular area. It is not safe to use these 
two forms of radiation at the same time 
for fear of an excessive reaction. 





Indications for the Administration of 
Quinidine in Auricular Fibrillation. 


HEWLETT, in the California State Journal 
of Medicine for November, 1922, reaches 
these conclusions: 

When auricular fibrillation occurs in a 
heart that has previously been in good 
compensation, quinidine should always be 
given; provided several days’ treatment 
with rest and sedatives has failed to re- 
store a normal rhythm. 

When auricular fibrillation occurs in a 
heart already decompensated, quinidine 
should be given a trial, provided the de- 
compensation is not very serious. The 
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results in this group of patients are not 
very satisfactory; not so much because the 
drug fails to restore the regular rhythm, 
but because relapses are common and the 
general condition may not be altered ma- 
terially by the change in rhythm. 

When fibrillation has persisted for over 
a year, the results of quinidine treatment 
are not particularly encouraging. The pro- 
portion of patients who recover a normal 
rhythm is not great, and many of these 
relapse after a short time. Furthermore, 
the dangers from the drug are probably 
greater in these patients. 

Nevertheless, occasional patients 
long-standing auricular fibrillation have 
shown a remarkable improvement after 
receiving quinidine, even when other forms 
of treatment have been relatively ineffec- 
tive. At present we are not able to predict 
what cases will thus be favorably affected. 


with 





The Prenatal Treatment of Syphilis. 


WituraMs, in the Bulletin of the Johns 
Hopkins Hospital for November, 1922, re- 
minds us that in a paper upon the value of 
the Wassermann reaction in obstetrics, 
which appeared in October, 1920, and 
which was based upon the study of 4547 
women whose Wassermann reaction had 
been determined during the four years 
ending December 31, 1919, he considered 
the significance of the Wassermann reac- 
tion during pregnancy. At that time it 
was shown that maternal syphilis consti- 
tuted the most important single factor con- 
cerned in the causation of fetal death, and 
was responsible for 34.4 per cent of all 
deaths occurring between the period of 
viability and the expiration of the first two 
weeks of the puerperium. It was, further- 
more, shown that the results of treatment 
were highly satisfactory. When no treat- 
ment was instituted 48.5 per cent of the 
children manifested signs of syphilis, as 
contrasted with 39.2 per cent and 6.7 per 
cent when the treatment was inefficient or 
efficient, respectively. 

Intensive work along these lines has been 
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continued, and has led to a great reduction 
in the incidence of fetal syphilis in his 
service. Moreover, in the routine histo- 
logical examination of the placenta syphilitic 
lesions are now relatively rarely encoun- 
tered, instead of very frequently as in the 
past. In the two years following the com- 
pletion of the series just referred to—that 
is, from January 1, 1920, to December 31, 
1921—96 of the women included in it have 
passed through 113 pregnancies in the 
service, and it has seemed to him that it 
might be interesting to follow their outcome, 
especially in regard to the effect of treat- 
ment; more particularly as no one has as 
yet studied a series of syphilitic women who 
have been under continuous observation for 
a number of years. Furthermore, the con- 
clusions reached should be especially valu- 
able, as it has been attempted to follow as 
far as possible the history of all the children 
concerned. In April and May of the cur- 
rent year every child that could be traced 
was visited, so that he has notes on the 
condition of a large number of the children 
four to twenty-eight months after their 
birth. 

It might be added that in both series the 
Wassermann tests were made and the treat- 
ment instituted in the syphilitic department 
of the Hopkins Hospital. In talking with 
Keidel concerning the results obtained, the 
latter suggested, and Williams agreed with 
him, that in the former article the differen- 
tiation between efficient and _ inefficient 
treatment was based upon somewhat uncer- 
tain premises and possibly led to erroneous 
conclusions. In order to insure greater 
accuracy Williams has, at the suggestion of 
Keidel, classified the treatment under one 
of the following five groups: (A) The 
administration of at least six doses of 
diarsenol, followed by mercurials and 
iodides, and repetition of the treatment 
until the Wassermann became negative and 
remained so for at least one year after the 
cessation of treatment. (B) Patients in 
whom the Wassermann remained persis- 
tently negative for six months after fhe 
last treatment. (C) Patients in whom it 


did the same for three months after the last 
treatment. (D) Patients in whom a nega- 
tive Wassermann was attained only shortly 
before the birth of the child; while Group 
E includes all patients in whom the treat- 
ment was notoriously insufficient, or was not 
followed by the conversion of a positive 
into a negative Wassermann, no matter 
how long it was continued. 

Upon analyzing the 113 pregnancies oc- 
curring in the 96 women during the two 
years under consideration, it was found 
that nine had ended in abortion and six in 
premature labor. In the former the chil- 
dren were not viable, while in the latter 
they were either born dead or died during 
the puerperium, thus leaving 98 pregnancies 
for consideration. Such an_ incidence 
seems high, and at first glance one might 
be tempted to regard it as a result of 
syphilis, were it not for the fact that cur- 
rent clinical statistics teach that in normal 
women at least every fifth pregnancy ends 
in abortion, which is higher than the inci- 
dence here noted. Moreover, upon study- 
ing the abortions more critically, it was 
found that one was induced on account of 
severe chronic nephritis in the mother. 
Three occurred in the early months before 
the effects of syphilis could become mani- 
fest, while five occurred between the fifth 
and sixth month. In three of the latter, au- 
topsy showed no signs of syphilis, and the 
placental and x-ray findings were likewise 
negative; while in the other two, autopsies 
were not obtained, but the placentze were 
normal on histological examinations. In 
four of the six premature labors the au- 
topsy and placental findings were negative ; 
while in the other two an autopsy was not 
obtained, but the placental findings and 
maternal Wassermann were negative. Ac- 
cordingly, while it cannot be categorically 
stated that syphilis played no part in the 
production of any of the fifteen abortions 
or premature labors, it nevertheless seems 
permissible to assume that it did not. 

Of the 98 children remaining, four died 
from accidents of labor—one premature 
separation of the placenta, one prolapse of 
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the umbilical cord, and two craniotomies. 
In each instance autopsy showed no sign 
of syphilis. On the other hand, four other 
children were born dead or died during the 
puerperium and showed signs of congenital 
syphilis, thus leaving 90 living children 
which were discharged from the clinic in 
apparently good condition. 


Pyuria in Infancy and Childhood. 


Hetmuorz, in the Journal-Lancet for 
November, 1922, points out that pyuria 
may be part of a general pyemic process 
with numerous abscesses in the cortex or 
medulla of the kidneys. In such cases 
pyuria is merely evidence of a generalized 
infection that is manifest in practically all 
organs. Sometimes such abscesses occur 
only in the kidneys and give rise to a severe 
type of pyuria, closely resembling pyelitis 
and only to be distinguished from it at 
necropsy. Numerous epidemics of this 
type have been described, and, in all prob- 
ability, they are due to infections by an 
organism of the coccus group that has a 
tendency to localize in the cortex of the 
kidney. Depending on the organism and 
the diffuseness of the process, the condi- 
tion may be hyperacute, leading to death 
within a few days, or it may drag on for a 
long time, the infant usually dying of 
asthenia. This type of infection, in particu- 
lar, seems to be quite as common in boys 
as in girls; it is practically always produced 
by a hematogenous infection, localizing in 
the cortex of the kidney and forming ab- 
scesses which, on draining into the pelvis 
of the kidney, may cause pyelitis. 

A second type of renal involvement is 
secondary to the usual pyelitis, which, after 
running a rather chronic course, suddenly 
becomes extremely acute. The onset is 
often associated with convulsions and 
anuria, rapidly leading to death. The pro- 
cess is a pyelonephritis without abscess 
formation, resulting in a complete shut- 
down of the kidney. 

A third type is that which is associated 
with the damming back of the urinary flow, 
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due to obstruction and localized breakdown 
of the substance of the kidney into multiple 
abscesses. The course is usually much 
more chronic than that of the other types, 
and the patient may live for a long time 
with a kidney that, on histologic examina- 
tion, appears to contain practically no 
secreting parenchyma. Quite often stones 
are found in the pelvis of the kidney or in 
the bladder ; in fact, they may be associated 
with any condition in which there is 
damming of the urine and infection of the 
urinary tract. In this connection the cases 
of obstruction in the posterior urethra, in 
boys, due to valve formation, are especially 
interesting. 

A fourth type is the ordinary primary 
pyelitis, which, unquestionably, is very 
much more common among girls. Usually 
it is severe in onset with high fever and 
occasionally chills, but without local symp- 
toms. The course is rather stormy for 
from four to ten days, then rapidly sub- 
sides, and, except for the presence of pus 
in the urine, the patient appears well. In 
this type of case coliform organisms are 
practically always found. The mortality is 
nil, so that material for anatomic study is 
to be had only when patients with pyelitis 
die from other causes. Microscopically, 
the kidney appears normal; the pelvis is 
usually free from evidence of inflamma- 
tion ; and the exact histology is not definite. 
In the more chronic cases there is usually 
some thickening of the mucosa and infiltra- 
tion with leucocytes. The primary lesion 
in cases of this type has not yet been 
determined. 

A fifth type of pyuria is that secondary 
to infections other than those in the urinary 
tract, following tonsillitis, bronchitis, otitis, 
and other pyogenic infections. This type is 
usually recognized only by examination of 
the urine, as there are practically no symp- 
toms pointing to involvement of the urinary 
tract ; and increased temperature, if present, 
is assumed ‘to be due to the primary infec- 
tign. The involvement of the urinary tract 
is usually mild and disappears with the 
subsidence of the primary infection. Nu- 
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merous attempts to cultivate an organism 
other than the colon bacillus have not 
proved successful in this type of case. 

The treatment of pyelitis is essentially a 
washing out of the urinary tract. Water is 
the most important single item, and there 
is no definite proof that anything but water 
has a marked effect on the inflammation. 
Occasionally,. one reads of the excellent 
results that are obtained by giving one or 
two grains of potassium citrate three or 
four times a day, the increased water con- 
sumption being taken as a matter of course. 
The probabilities are, however, that the 
entire therapeutic effect is not due to the 
medication, but to the increased water in- 
take. The amount given is limited only by 
the amount that can be taken by the patient 
with comfort. For infants of one year he 
believes it is important that the fluid intake 
for twenty-four hours should reach at least 
one and one-half to two quarts. It is often 
advisable to cut down the amount of food 
very considerably in order to utilize the 
sensation of hunger in getting the child to 
take large amounts of fluid. If there is 
difficulty in getting the child to take large 
quantities of water, it can be given with a 
teaspoon or with a medicine dropper every 
few minutes. Plain water is usually taken 
better than water flavored with saccharin. 
It can be given to older children in the form 
of lemonade or orangeade. When, as is so 
often the case, the water is vomited or re- 
gurgitated, fluids must be given by rectum 
or by intraperitoneal, subcutaneous, or in- 
travenous injection, using the methods in 
the order indicated. The rectal route can- 
not be used for a prolonged period because 
as a rule the irritability of the mucosa soon 
causes the expulsion of the fluid. In young 
children small amounts, two to three ounces, 
injected at intervals of from three to four 
hours will be very much better tolerated by 
rectum than the same amount given by the 
drop method. For rapid absorption, the 
intraperitoneal route is to be recommended. 
The fluid may be injected intraperitoneally 
until the abdomen becomes tense. 


Most observers prefer alkalies to the so- 
called urinary antiseptics. The alkalies are 
given in amounts sufficient to render the 
urine alkaline. This sometimes requires 
very large amounts. It has been his cus- 
tom to give sodium citrate and sodium 
bicarbonate in equal parts. Small infants 
are given doses of 60 grains in twenty-four 
hours, in five or six doses, and the dose is 
increased by 60 grains each forty-eight 
hours until the urine becomes alkaline. 
Older children are usually given twice this 
amount in the beginning, and the dose is 
increased in the same way. Whether the 
effect of the alkali is diuretic, whether 
it affects the mucous membrane, or whether 
it renders the urine a less favorable 
medium for organisms, has not been defi- 
nitely decided. A study of bacteria in the 
urine shows that the number does not 
decrease. It can also be shown that the 
colon bacillus grows very well in any alka- 
linity that may be achieved by the use of 
these alkalies. Thus, it appears that the 
diuretic action is perhaps the most impor- 
tant element in the therapeutic effect of 
alkalies. 

The work of Hinman and Burnham and 
others has shown every clearly that the con- 
centration of formaldehyde in the pelvis 
of the kidney is never sufficient to kill, or 
even to inhibit, bacterial growth. When the 
infection is limited to the bladder, it is, of 
course, reasonable to assume that very 
definite results can be achieved with uro- 
tropin. Ten to fifteen grains can be given 
three times a day. If necessary acid so- 
dium phosphate is given to render the 
urine acid. The urine must be examined 
each day, as occasionally hematuria occurs. 
He believes that a change from alkaline 
urine by the use of citrate, to acid antiseptic 
urine by the use of urotropin and acid phos- 
phate, is indicated when the continuation of 
the alkalies with large quantities of water 
does not give results. Salol has not been 
found of any value in his hands. 

It is fortunate that the condition, still 
commonly overlooked, is self-limited and 
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that there is a tendency to a restoration to 
the normal, treatment or no treatment. It is 
in the cases in which the infection persists 
in spite of treatment that one can achieve 
results by the use of vaccines, ureteral 
catheterization, and pelvic lavage. 





The Treatment of Tuberculosis of the 
Cervical Glands. 


FRASER, in the British Medical Journal of 
November 4, 1922, states that we must re- 
gretfully confess that we possess no direct 
and specific antibacterial agent for tuber- 
culosis; our most successful remedies act 
by such means as focal reactions and stimu- 
lations of the body resistance. That being 
so, if the position of affairs is such as he 
believes it is in the lymphatic variety of 
cervical glandular tuberculosis, that from a 
local area of absorption there is a local and 
circumscribed glandular demonstration of 
the disease, in the absence of a specific 
remedy for that disease undoubtedly the 
ideal treatment consists in removal of the 
affected gland group, with a suitable elim- 
ination of the area through which the ab- 
sorption occurred. 

The position is that a bacterial poison, 
for which at present we possess no direct 
remedy, gains entrance into the lymphatics, 
and is for a time arrested in a definite group 
of lymphatic glands. If we recognize this 
position we must ask ourselves if we are 
really justified in adopting a conservative 
attitude in saying, “The infection has 
gained entrance, but I propose to leave it 
in situ and to trust to the general resistance 
of the body and to certain local congestive 
means to overcome and to isolate the dis- 
ease.” Whichever method is chosen, he 
thinks it is but fair in an early case of 
lymphatic tuberculosis tq lay these possi- 
bilities before patients or their advisers. 
To his mind there is safety in the early 
operative removal, while the second possi- 
bility may involve enormous risk. 

He knows two arguments at least which 
will be advanced to contradict this line of 
early operation in the lymphatic type of 
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the disease. It will be said that the glandu- 
lar disease is so easily disseminated that to 
guarantee its complete removal is impossi- 
ble. Those who have had an opportunity 
of operating upon a number of these cases 
know, however, that the disease is localized 
in its early stages, and remains so for a 
certain period of time. Another argument 
brought forward will be that operation is 
not justified at such an early stage of the 
disease, but the early operation in the 
lymphatic variety of the disease is the very 
basis of the ideal treatment. 

Fraser expresses his creed as follows: 

He believes that where children are con- 
cerned 90 per cent of cervical glandular 
tuberculosis is the result of a lymphatic 
spread from a local area of absorption. 

He believes that for a considerable time 
the disease remains limited to the gland or 
group of glands, and infection of the blood 
stream is a late complication. 

In view of the fact that we possess no 
specific antibacterial agent to overcome the 
tubercle bacillus, he believes that the wisest 
course is to remove completely the affected 
gland or group of glands before the dis- 
astrous complication of blood invasion or 
dissemination occurs. 

To these statements he adds one qualifica- 
tion, which is an important one and is 
relative to the question of operation. He 
believes that the whole success of surgical 
treatment in these cases depends upon the 
thoroughness with which the operation is 
performed. He is utterly opposed to the 
method of incision and scraping of the 
gland; it does not pretend to eradicate the 
disease, it increases the risk of dissemina- 
tion by destroying limiting barriers, and 
sooner or later it ends in a secondary infec- 
tion gaining entrance to the wound—in fact, 
it leads to each of the very complications 
which one is most anxious to avoid. It is 
this procedure of incomplete interference 
which has been responsible for the dissat- 
isfaction with which operation is associated 
in the minds of many. 

He does not enter into a detailed account 
of the operation, but he mentions two facts 











Oo @o@ &2 WW CO mm Oo 











PROGRESS IN THERAPEUTICS 199 


in relation to it. Probably 80 per cent and 
more of the cases call for removal of the 
jugulo-digastric group, and as this group is 
in close lymphatic connection with the pos- 
terior carotid chain, the operation is not a 
complete one unless this group too is re- 
moved. The removal must be radical and 
complete. 

The second fact is this—out of interest in 
the subject he has looked over the figures of 
the operation cases for which he has been 
responsible. He has performed the opera- 
tion of removal of the cervical glands on 
1428 occasions; as far as his knowledge 
goes, in seventeen of these cases minor 
secondary operation was necessary; the 
mortality was less than one per cent. In 
fact, it ranks as one of the most satisfac- 
tory surgical operations which we are 
called upon to perform. He can demon- 
strate hundreds of children who have been 
completely freed from the burden of tuber- 
culous infection with all the risks it entails 
by a comparatively simple, early, complete 
surgical operation. 

Such is one aspect of the problem, but 
there is another side about which he is just 
as definite. He believes that under certain 
conditions operative interference is strongly 
contraindicated, and tabulates what he con- 
siders are the contraindications to operative 
treatment as follows: 

1. If there is reason to believe that the 
glandular infection is a blood-borne one. 

2. If the distribution of the glandular 
disease is haphazard and irregular, such a 
qualification being strongly suggestive of a 
blood infection. 

3. He does not advise operation in the 
fibrous type of the disease. . 

4. It is inadvisable from every point of 
view to undertake operation in cases which 
have been previously treated by incision 
and curetting. 

5. As a general rule he does not advise 
operation in the first year of life. 

In addition to these, which he looks upon 
as absolute contraindications, there are 
three qualifying statements: 


(a) He never undertakes any operative 
interference during the stage of periadeni- 
tis. He advises instead that the gland be 
fomented with a saturated solution of mag- 
nesium sulphate until all signs of the peri- 
adenitis have disappeared. 

(b) In the lymphoid type of glandular 
tuberculosis he insists that, if operation is 
to be done, it must be followed by a series 
of exposures to x-ray therapy. 

(c) If the child is suffering from a tuber- 
culous toxemia, he advises a short prelim- 
inary course of tuberculin prior to opera- 
tion. He does so because his experience 
has been that immediate operation without 
this precaution is liable to be followed by a 
degree of shock quite out of keeping with 
the severity of the operation. 

Some one may say he has omitted to 
mention the type of case which is the most 
common of all, the case in which there is a 
tuberculous abscess present, either intra- 
glandular, periglandular, or subcutaneous. 
His answer is that, if the case does not 
otherwise come under any of the contrain- 
dication headings which he has mentioned, 
the presence of the abscess need make no 
difference. The incision is so planned that 
it does not pass through the skin immedi- 
ately’ overlying the abscess; the abscess 
cavity can be evacuated without any fear 
of infection of the wound surface; the 
underlying glands are removed, and the 
abscess walls are sterilized with iodoform 
and bismuth paste. The postoperative re- 
sults are as satisfactory as in an uncompli- 
cated case. 





Insulin and Diabetes. 


In an editorial on this subject, the British 
Medical Journal of November 4, 1922, 
states that the Toronto observations, which 
were initiated by the brilliant enterprise and 
fresh enthusiasm of Banting and Best, and 
have now, with the advice and codperation 
of Macleod, been extended over a wide 
range by a team of collaborators, have 
placed beyond all doubt the existence of a 
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pancreatic hormone, its origin from the 
Langerhans islets, the possibility of extract- 
ing and separating it in active and relatively 
stable condition even from the normal adult 
mammalian pancreas, and its efficacy in 
correcting the metabolic defect which causes 
diabetes mellitus. Only the mere outskirts 
have yet been surveyed of the rich new 
physiological territory which now lies open 
to exploration. 

To the practicing physician a matter. of 
even greater interest will be the promise of 
a really great advance in the treatment of 
human diabetes and the substantial success 
in this direction which is, indeed, already 
on record. Whole-hearted enthusiasm for 
this splendid achievement does not conflict 
with but rather demands a wise caution 
against a too hasty assumption that the 
practical therapeutic problems have been 
completely solved. Caution of this kind is 
clearly implied in Macleod’s guarded state- 
ment. 

The methods of producing active solu- 
tions of “insulin,” and of gauging their 
activity, would appear to call for much 
further investigation before any institution, 
scientific or commercial, could safely prom- 
ise regular supplies of a satisfactory and 
uniform preparation. Any wide extension 
of the treatment before such regular sup- 
plies can be guaranteed would involve real 
cruelty and possible danger to the sufferers, 
and impair the credit of the discovery with 
the public. No definite expectation is yet 
warranted that a case of diabetes can be 
cured by insulin, so as to be placed beyond 
the need for its further use. The indica- 
tions point rather to the probability that 
regular administration, continued in most 
cases throughout life, will be needed to 
maintain improvement. In this direction 
the treatment may be compared with that 
of myxedema by thyroid gland. There is 
the additional complication in the case of 
the insulin treatment that hypodermic in- 
jection is as yet the only method of proved 
efficacy. Experimental and clinical evidence 
combine to indicate the danger of over- 
dosage, a too rapid or severe fall of the 
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blood sugar having as a result distressing 
symptoms which may be dangerous or even 
fatal if unchecked. 

Under all these conditions it seems clear 
that the treatment has not yet reached a 
stage at which it can be made available to 
the profession for general application. 
Under expert supervision, in clinics where 
diet and dosage can be accurately adjusted 
and effects controlled by regular, skilled 
analysis, results of high promise have been 
obtained in Canada and the United States, 
and will no doubt be obtained in this coun- 
try when supplies of insulin are available 
on a sufficient scale. Only careful study 
under such conditions, and the improve- 
ments which are practically certain to be 
made in technique and control, can make 
this new knowledge applicable to the treat- 
ment of sufferers from diabetes in general. 

It is imperative, moreover, that any such 
extension of the treatment beyond organ- 
ized experimental clinics shall be made 
under conditions giving the strictest scien- 
tific control of the preparation supplied to 
the profession. 


Obstetrical Analgesia. 


YounG, in the New York State Journal 
of Medicine for November, 1922, states that 
pain may be divided into two groups: warn- 
ing, and consequent pain or suffering. The 
first group is essential to diagnosis; the 
second it is our duty to relieve if we can do 
so with safety to the patient. 

It is manifestly wrong to mask diagnostic 
pain, with a consequent increase of mor- 
bidity or an actual danger to life. Neither 
is it right to allow patients to sufier simply 
because they have come to a stoical state of 
mind, that suffers through a hopeless sense 
of its inevitability. 

Therefore it must be admitted that pain, 
while of great value to the patient and the 
doctor, has its limit of usefulness beyond 
which it becomes a menace to the patient 
and of no help to the doctor. This is par- 
ticularly true of labor pain, for in this class 
of cases we have to contend with pain and 
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severe muscular effort, preceded by months 
during which there are unusual changes in 
the body, and during the last sixty days 
these changes are so great that the usual 
manner of life and exercise are interfered 
with. 

That nature adapts itself to these changes 
is admitted, but one has only to look at the 
face of a patient after several hours of hard 
labor to realize the exhaustion present, due 
in part to the muscular effort, but in a still 
greater degree to the suffering, for muscular 
effort tires, combined with severe long- 
continued pain. Surely the intermittency 
of the effort and pain is a wise provision 
of nature. Were it not so the consequent 
wearing out of the patient would be ap- 
palling. 

The cry of the patient in labor is not 
for relief from effort, but from pain. It is 
a state not paralleled in any other condition 
of life. The dread of the pain is as real 
as its actuality, and both inhibit her efforts, 
until the involuntary forces of nature must 
work alone, without that aid the patient 
might give herself, surely a waste of these 
forces that would so greatly help in the 
birth of the child. In an ultimate analysis 
the problem resolves itself into a consider- 
ation of the passenger, and the passage; the 
power to expel and the resistance—a purely 
mechanical problem. 

He feels he must say a word about pre- 
natal segregation of cases in order that he 
may make his position clear as to the use of 
analgesia in labor. Mechanically there are 
five subdivisions of labor cases, this without 
reference to the causes underlying this sub- 
division, taking into consideration only the 
elapsed time and the method of delivery. 

They are rapid, normal, delayed (eventu- 
ating in self-delivery), delayed (terminating 
in forceps delivery), and Cesarean section. 
Our concern is only with the second, third, 
and fourth of these rather arbitrary di- 
visions. 

It is obvious that the use of analgesia 
presupposes the elimination of all cases that 
should fall in the fifth class, else valuable 


time will be lost, and the method held ac- 
countable. 

It is also assumed that renal conditions, 
threatened eclampsia, toxemias, cardiac 
cases, high blood-pressure and all the other 
complications of labor have been taken into 
account. 

The question of analgesia does not come 
up in the painless, or nearly so, or the very 
rapid labors; here, if any procedure is indi- 
cated or there is time for anything to be 
done, an anesthetic is the only measure that 
can be used. 

The ideal obstetrical analgesic must lessen 
the severe pain of the first stage, increase 
the efficiency of the contractions, shorten 
the first and second stages, and lessen the 
frequency of indicated forceps deliveries 
and versions. 

The question is, Is there such an anal- 
gesic, which can be used in the ordinary 
every-day practice of obstetrics, by the spe- 
cialist and the general practitioner that is 
safe, dependable, and practical? 

The answer is Yes. It is nitrous oxide 
gas. One has but to recall its use in other 
fields to at once appreciate its advantages 
and applicability in this one. 

A practical question arises at this point: 
is this method of obstetrical analgesia more 
time-consuming for the doctor than is pos- 
sible in a busy life? In his experience it 
is not. If the one giving the analgesic is 
capable of observation as to the progress 
of the labor, the character and strength of 
the contractions, he can notify the doctor in 
ample time, but with this difference, that 
in the case where analgesia is an indicated 
procedure, the call will come sooner than 
expected, the progress will be greater than 
in a similar case without analgesia, the 
patient’s morale will be good; she will be 
working well with each contraction and rest- 
ing between; she will be tired but not ex- 
hausted. 

She will be eagerly inhaling the gas with 
each contraction and following rigidly the 
instructions given by the anesthetist. 

It is axiomatic that a method that in- 
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creases expulsive power and lessens pain 
and consequent exhaustion will increase the 
percentage of spontaneous deliveries, and 
in a percentage of cases change what prom- 
ised to be a difficult forceps into a median 
or low easy extraction. 

In other words, it will throw the balance 
in the favor of the patient when resistance 
and expulsive force are nearly equal. 

These statements apply only to those 
cases in which there is no insurmountable 
barrier to the passage of the head through 
the pelvis. In some of his cases he has pre- 
ceded the analgesia by a hypodermic of 
morphine grain 1/6 to 1/4 when the pains 
are severe enough to be tiring, but not 
strong enough to warrant the use of gas. 
This hypodermic is never repeated. 

He says that he cannot express himself 
too strongly upon the absolute necessity for 
the proper selection of cases for analgesia. 
In this as in all their work the method must 
be adapted to the case, not the case to the 
method. 

So much has been promised for various 
methods for the relief of labor pain that 
have not stood the acid test of experience, 
that he hesitates to bring forward the 
proven claims for nitrous oxide analgesia, 
but in a word it is logical in its application 
and clearly adaptable to the condition. 

He is absolutely unable to understand 
why it is not in general use, as to those who 
have given it a fair trial added experience 
only increases our enthusiasm, and a patient 
once properly given analgesia will not sub- 
mit to an ordinary delivery. 

The following brief statements on anal- 
gesia summarize the author’s observations 
of the past six years: 

1. Nitrous oxide produces the ideal ob- 
stetrical analgesia. 

2. Used as an analgesic it is absolutely 
safe for mother and child. 

3. Its use may be safely continued for 
hours. , 

4. It shortens labor by increasing pain 
value. 

5. Analgesia enables the voluntary forces 
of labor to be brought into full play. 
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6. It eliminates fear and pain dread, 
thereby improving the morale of the patient. 

%. It decreases the frequency of needed 
forceps extractions and versions. 

8. It minimizes maternal exhaustion. 

9. Analgesia must be used with a com- 
plete knowledge of the case and all contra- 
indications eliminated. 

10. Nitrous oxide stimulates the expul- 
sive force, therefore in rapid deliveries a 
more potent anesthetic is indicated. 

11. Properly given there is no intercon- 
traction effect. 

12. During the analgesia the patient will 
obey instructions. 

He commends obstetrical analgesia and 
bespeaks its thorough trial in the interest of 
our patients and for the lessening of human 
suffering. 





A Criticism of Certain Tendencies in 
American Obstetrics. 


In the New York State Journal of Medi- 


cine for November, 1922, WiLLIAMs states 
that as the result of his experience, more 
particularly since he has become acquainted 
with the merits of free venesection and the 
administration of large doses of morphine, 
Czesarean section is rarely indicated in the 
treatment of eclampsia. 

This is borne out by the figures of Hol- 
land, who in 190 cases treated by section 
reported a mortality of 32 per cent, which 
is not encouraging. Of course it must be 
admitted that many operations were done 
upon seriously ill women in whom a high 
mortality must be anticipated. But even 
after taking such mitigating circumstances 
into consideration, his figures indicate that 
the operation saves comparatively few 
women, and in general could well be dis- 
pensed with. For years, with an occasional 
section, his mortality was approximately 20 
per cent, which has been decreased by one- 
half during the past ten years since he has 
relied chiefly upon venesection and mor- 
phine and has resorted to delivery only 
when it can be effected conservatively. 

Somewhat the same argumentation ap- 














plies to placenta previa. While it must be 
admitted that in certain rare cases with a 
rigid cervix Cesarean section may be the 
operation of choice, its frequent employ- 
ment betrays ignorance of what competent 
obstetricians may accomplish without it. 
Naturally, it may be safer and easier for 
a general surgeon to treat the complication 
by section rather than by purely obstetrical 
means, but the evidence available indicates 
that in skilled hands the latter give better 
results. 

Thus, in the last 37 cases of placenta 
previa in his service treated by the bag 
there was only a single death. On the other 
hand, Holland found that the mortality fol- 
lowing 139 Cesarean sections was 11.5 per 
cent. When this is compared to the 2.5 
and 3.7 per cent reported by Bar and Essen- 
Moller, respectively, there would appear to 
be but little question as to which method 
gives better results in skilled hands. 

Moreover, in considering the justifiability 
of Cesarean section for other than pelvic 
indications another very important point is 
frequently overlooked—and that is the be- 
havior of the scar in subsequent preg- 
nancies. While the investigations of Gamble 
in his service have shown that the properly 
sutured and uninfected Czsarean incision 
heals by muscular rather than by fibrous 
union, and therefore constitutes less of a 
menace than is generally believed, it must 
nevertheless be admitted that it sometimes 
forms a locus minoris resistenti@ and rup- 
tures during a subsequent pregnancy or 
labor. 

To many this danger is so real that the 
dictum, once a Cesarean, always a Ce- 
sarean, has obtained wide acceptance, and 
is indorsed by so competent an authority 
as Newell. If this be the case, it means 
that the performance of a section places the 
woman in a position of reproductive in- 
feriority and tends to limit seriously the 
number of children which she may subse- 
quently bear. Consequently, for this reason 
alone the performance of Cesarean section 
for non-pelvic indications should be re- 
stricted to the narrowest possible limits. In 
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his estimation, the excellence of an obstetri- 
cian should be gauged not by the great num- 
ber of Czsareans which he performs, but 
rather by those which he does not do. He 
is fond of telling his students that any car- 
penter with a little training can do a section, 
but that the highest grade of obstetrical in- 
telligence is required to predict in a given 
case of moderate pelvic contraction that the 
child can be born spontaneously. 

He has made this protest against indis- 
criminate operating for the reason that he 
considers it is having a baneful influence 
upon the young men who are going into ob- 
stetrics, and is tending to make them tech- 
nicians rather than sound practitioners, who 
are imbued with a knowledge of the won- 
derful resources of nature, and who are 
prepared to watch her processes and to in- 
terfere only upon sharply marked and justi- 
fiable indications. What is needed in this 
country is not so much men who are keen 
to operate whenever possible, as those who 
are so intimately acquainted with the capa- 
bilities of nature that they can assure their 
patients that they are as well prepared for 
child-bearing as were their mothers and 
grandmothers, and that with the aid of 
anesthesia and aseptic technique they should 
come through it much better than they. The 
oncoming obstetrician should be immensely 
interested in all of the problems of preven- 
tive medicine, particularly those included 
under so-called prenatal care, and should be 
acutely concerned in attempting to find the 
solution of some of the problems concern- 
ing which we are so profoundly ignorant— 
for example, the cause of menstruation and 
of dysmenorrhea; the cause of labor; the 
factors which control the growth of the 
child in utero; the cause and mode of pre- 
vention of toxemia and eclampsia; the 
problems of sterility and the etiology of 
abortion, as well as many other problems 
which could readily be mentioned. 

The solution of such problems requires 
scientific training of the highest order and 
years of patient work, and he takes it that 
those who become interested in them will 
find them much more attractive than devis- 






204 


ing ways of converting what should or- 
dinarily be a physiological process into a 
pathological one to be terminated arti- 
ficially. 

Williams holds very strongly that any 
one who assumes the responsibility for the 
care of a patient during pregnancy and 
labor should be a thoroughly competent 
practitioner, who commands all the tech- 
nical resources of his art and is prepared 
to utilize them to the best advantage of his 
patient. But at the same time he should 
regard himself as much more than a tech- 
nician, and should face the problems of 
obstetrics in such a manner that he will 
usually consider the necessity for termin- 
ating labor artificially as a confession of 
bankruptcy on the part of nature, and will 
pride himself not so much upon his ability 
to aid her, as upon the possibility of being 
able some time in the future to make such 
aid less frequently necessary. 

In other words, he considers the exces- 
sive operative tendencies of the present 
time as a result of, as well as an arraign- 
ment of, our system of obstetrical educa- 
tion. All of us realize that in the past the 
opportunities offered in this country for the 
scientific study of obstetrics have been en- 
tirely inadequate, but he hopes that in the 
near future we shall see springing up in 
connection with various universities ade- 
quately equipped and endowed women’s 
clinics, which will be headed by broadly 
trained scientific obstetricians, whose aim 
will be to train not man-midwives nor mere 
operative technicians, but men who appre- 
ciate the real significance of obstetrics and 
who realize that it means much more than 
the art of delivery. 





Adrenalin: Toxic Dose. 


SAWDON, in a communication to the Brit- 
ish Medical Journal of November 4, 1922, 
makes the following statement : 

A lady, who suffered from periodic at- 
tacks of asthma, was in the habit of admin- 
istering hypodermically to herself two or 
three times a day, on the advice of some 
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consultant, 10 minims of adrenalin solution 
during an attack. 

An attack supervened as she was about 
to return home from the north of England, 
on a very troublesome journey. She ad- 
ministered 20 minims, and repeated it every 
two hours (with very little relief) for six 
doses. On her arrival home she had admin- 
istered 120 minims of an undiluted solution 
of adrenalin (Parke, Davis & Co.) in ten 
hours. 

He was called to see her, and found her 
condition alarming. She was_ intensely 
pale, collapsed, pulse almost indistinguish- 
able, and she had blurred vision, anuria, 
and intense thirst. Her condition improved 
quickly on the administration of amy! 
nitrite, and when later an administration 
of morphine and atropine was permissible 
to alleviate the asthma, after two doses at 
intervals of four hours she had regained 
the normal. 

He is unable to find any evidence of so 
much adrenalin being taken in so short a 
time, and has very little doubt that another 
dose or two would have proved fatal. 

[ Any drug possessed of power has a toxic 
dose. The fact that twelve to twenty-four 
times the ordinary quantity was taken 
without disaster is of great interest.—Ep. ] 





Indications for Blood Transfusion. 


The Lancet of December 2, 1922, in its 
reports of Medical Societies, refers to a 
paper by Keynes on this subject before a 
recent meeting of the Medical Society of 
London, in which he states that the first and 
greatest indication for it was severe hemor- 
rhage and shock, replacing the blood which 
the patient had lost. It was not possible to 
dissociate hemorrhage from shock. Rup- 
tured ectopic gestation and postpartum 
hemorrhage were peculiarly suitable cases, 
although a pregnant woman had the power 
of rapidly regenerating blood. Gastric 
ulcer, especially in young patients, was an- 
other type of case suitable, and in some of 
these any further hematemesis was avoided. 
Another group of cases was the preopera- 
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tive. Many cases which were a serious 
operative risk on account of previous de- 
bility, as in carcinoma, were rendered an 
ordinary risk by prior transfusion. Another 
class were those patients who had had con- 
siderable hemorrhages before the question 
of operation had arisen; in this group were 
included certain cases of gastric ulcer. A 
middle-aged man might have a sudden se- 
vere hematemesis without previous symp- 
toms, and he might have a second hema- 
temesis soon afterwards. The surest way 
of saving such a patient’s life was to trans- 
fuse him, then operate at once, not waiting 
until his life was endangered by a second 
hematemesis. In the case of a Wertheim 
* operation, the patient would be greatly bene- 
fited by a preoperative transfusion. The 
benefit of transfusion lay not only in the 
corpuscles which were given, but also on 
the stimulation given to the formation of 
new blood. 

With regard to postoperative cases, he 
had given transfusion after the removal of 


a large nasopharyngeal sarcoma, and after 
abdomino-perineal resection of the rectum. 
Hemorrhagic diseases generally, and hemo- 
philia in particular, were greatly benefited 
by transfusion, though it was not a spe- 
cific, as hemophilia could be treated by 


other means. Melena neonatorum was 
always greatly benefited by transfusion; 
purpura, however, was only slightly, if at 
all, improved thereby. In the pyogenic in- 
fections the results were doubtful at pres- 
ent, but the future might be hopeful in re- 
gard to these, especially after the recent 
work of Sir Almroth Wright. Gas poison- 
ing and benzol poisoning yielded well to 
transfusion, and Bruce Robertson, in Can- 
ada, had used it with great effect in cases 
of severe burns. Generally speaking, the 
use of transfusion in this country was re- 
stricted ; it had made much greater strides 
in America, and in the present state of 
knowledge its limitations were definite. 
Post-transfusion reactions could not be en- 
tirely eliminated whatever the method used. 
It was difficult to judge what was the best 
moment for transfusion, but perhaps the 
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clinical condition of the patient was the 
best guide. 

Gordon Taylor, in discussing this paper, 
expressed his preference for the whole- 
blood method; he used the Kimpton tube. 
He had seen only one case of post-trans- 
fusion reaction. He spoke highly of blood 
transfusion in pneumococcal peritonitis. He 
used it also in chronic jaundice in connec- 
tion with impaction of stones in the com- 
mon duct, and carcinoma of the pancreas. 
It was better than calcium chloride or 
horse serum for increasing the coagulation 
time of the blood. He used it also for what 
he called operations of magnitude, and in 
many preoperation cases, such as malig- 
nant disease of the bowel and carcinoma of 
the cecum. Postoperative hemorrhages, 
such as after excision of the prostate, were 
greatly benefited by the method. ‘“Weep- 
ing” gastric ulcers, if tranfused, could be 
saved from operation in many cases. 

Gow dealt with the matter from the 
medical standpoint, instancing cases of 
secondary anemia, bacterial endocarditis, 
encephalitis lethargica, and influenzal pneu- 
monia as types of cases in which trans- 
fusion was very beneficial; also in the 
preparation of medical cases for surgical 
operations. He thought it better to give a 
small dose of blood—200 cc or so—and 
repeat in five or seven days, than to give 
one transfusion of a large quantity. 

Fleming stated that transfusion after 
hemorrhage and secondary anemia due to 
disease was of undoubted value, but to de- 
cide when transfusion should be done was 
sometimes difficult. He referred to the 
work done in the war by Robertson and 
Brock on the volume of the blood in bad 
cases of hemorrhage, in which the anemia 
was very severe. The total hemoglobin in 
the blood in these cases was seriously re- 
duced. A good indication of this loss was 
derived from the blood-pressure readings. 
When the hemoglobin was reduced below 
a certain stage, regeneration of blood from 
the marrow did not take place, but if a 
transfusion were given and the hemoglobin 
content raised, the marrow again functioned. 
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Generalized streptococcal infections were 
greatly benefited by adding a small quan- 
tity of vaccine to the blood, for it increased 
the bactericidal content. 

Horder spoke hopefully of the operation 
of transfusion producing even more benefit 
in the future. He considered that the heal- 
ing of gastric ulcer was more rapid after 
transfusion ; in peptic ulcer the benefit was 
very impressive. It was also valuable in 
the treatment of ulcerative endocarditis. 

Walker spoke particularly of benefit 
which often followed the transfusion of not 
more than 200 cc of blood in a bad surgical 
case. In genito-urinary surgery the num- 
ber of cases in which transfusion rendered 
a severe operation possible was great, and 
it also facilitated healing in stubborn cases. 

Holland referred to the cases in the prac- 
tice of gynecology in which transfusion was 
specially valuable; indeed, he believed he 
could not get on satisfactorily with his 
work without it. He considered it an es- 
sential for saving life in cases of ectopic 
gestation, of which at the London Hospital 
there were 60 to 70 cases a year. It was 
also very valuable in patients who had re- 
peated hemorrhages. 





The Value of Rectal Feeding in Illness. 


Rouss, in The Practitioner for December, 
1922, states that there are many cases of 
illness in which rectal feeding is of great 
service, and he thinks it should be resorted 
to more frequently. 

In cases of gastric ulcer it is employed 
as a matter of course, and even in cases of 
an inflamed stomach, when there are no 
positive indications of the presence of an 
ulcer, he resorts to it; pain and sickness are 
relieved from the beginning of the treat- 
ment, and the patient makes a far quicker 
recovery. In so-called chronic indigestion, 
due to the inflamed mucous membrane, to 
continue the irritation of the stomach-wall 
by giving food by the mouth will not cure 
the patient, even if the most careful diet is 
adhered to; this continuous irritation may 
in the future lead to a still more serious 
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condition of things, and be eventually the 
starting-point of malignant trouble. 

Patients do not like the idea of being fed 
in this manner, but he has always found 
them easily convinced of the common sense 
of the treatment, after explaining to them 
that if they had a sore or inflamed leg, they 
could not expect the wound to heal if they 
were to scratch it several times a day, and 
undoubtedly the food acts in the same way. 

In some cases of heart disease, in which 
sickness is continually occurring, due to the 
engorgement of the stomach and liver with 
blood, owing to the feeble and irregular 
action of the heart, he has used this 
method and found it invaluable. In one 
particular case, the patient was practically 
dying of starvation due to continued vomit- 
ing. He stopped everything by the mouth, 
fed per rectum, and gave digitalin and 
strychnine hypodermically, thus insuring the 
stomach perfect rest; decided improve- 
ment was noticed in forty-eight hours, and 
the patient eventually became well enough 
to resume her ordinary life. 

In convalescence after a serious illness, 
when the patient has little or no desire for 
food and is not making satisfactory head- 
way, two or three nutrients in the twenty- 
four hours are of great service, and give 
just that little extra nourishment which is 
so valuable. 

The youngest patient in whom-he used 
rectal feeding was a child of fourteen 
months, with serious whooping-cough, the 
paroxysms being so frequent and so violent 
that no food could be retained in the stom- 
ach, the smallest quantity of milk or beef 
tea being immediately rejected, and the 
child was in danger of dying for want of 
food. He found one ounce of milk and 
egg, and, alternately, a nutrient supposi- 
tory, to be retained quite well, and carried 
on in this way for a few days; the cough 
and paroxysm improved, a gradual return 
to oral feeding, with small quantities of 
Benger’s food, was possible, and the child 
got quite well. 

He finds that the most satisfactory 
method is to administer alternately a nutri- 
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ent enema, with a nutrient suppository. The 
enemata, at the body temperature, should 
always be allowed to run in slowly and as 
high up in the bowel as possible. At first 
five ounces is enough, afterwards increased 
to ten ounces; in this way toleration is 
established, and they are more likely to be 
retained. Always give a cleansing enema 
of warm water at least once or twice a 
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day. This lessens the likelihood of thirst, 
sometimes a distressing symptom, prevents 
decomposition, and the patient is less likely 
to suffer from the ill taste in the mouth 
often associated with rectal feeding. A 
warm normal saline injection is very valu- 
able, especially when there has been hemor- 
rhage, and it can be given at least once a 
day, taking the place of a nutrient enema. 





Surgical and Genito-Urinary Therapeutics 


Recent Advances in Pleuropulmonary 
Surgery. 

BETTMAN (Surgery, Gynecology and Ob- 
stetrics, October, 1922) quotes the work 
of Lynah and Stewart as bearing on diag- 
nosis. Through the bronchoscope 8 cc of a 
1:2 mixture of bismuth subcarbonate in 
sterile olive oil may be injected into the 
bronchial tree to map out abscess cavities. 
Lynah and Stewart claim that this can be 
done without endangering life and that the 
method has many possibilities. The x-ray 
picture must be taken very soon after the 
bismuth is injected or the patient will 
cough up a great part of it. 

Rupp’s study is quoted to the effect that 
of 659 lung emboli in about 13,000 cadav- 
ers it was found that these were lodged in 
the lower lobes four times as often as in 
the upper lobes, whether they originated in 
the veins of the upper or lower part of the 
body. 

Bearing on bronchiectasis, Meyer is 
quoted to the effect that a patient who 
shows all the symptoms of advanced tuber- 
culosis, cough, sputum not infrequently 
mixed with blood, night sweats, fever, and 
clubbed fingers and toes, but in whom tu- 
bercle bacilli have not been found, is in over 
90 per cent of the cases a bronchiectatic. 

Heuer states that bronchiectasis involv- 
ing one lower lobe lends itself to surgery. 


He claims that collapse therapy based upon 
rib resection methods, such as those of 
Estlander, Quincke, Friedrich, Sauerbruch, 
Tuffiier, and Wilms, is inadequate and 
rarely results in more than temporary im- 
provement. He doubts also the value of 
artificial pneumothorax. When it is possi- 
ble, he regards lobectomy as the operation 
of choice. Sauerbruch claims that ligation 
of the pulmonary artery can help only in 
early cases of circumscribed bronchiectasis. 
Artificial pneumothorax is of little avail. 
Localized bronchiectasis may be treated as 
lung abscess either by a one- or a two-stage 
operation and drainage, depending on the 
presence of adhesions. Although evidently 
not placing much confidence in either 
operation, Sauerbruch claims that for 
bronchiectasis which is affected by com- 
pression of the lung a thoracoplastic opera- 
tion is to be preferred to a transplantation. 
When feasible, lobectomy is the operation 
of choice. 

With regard to the spread of emphysema 
through loose cervical tissue, Achard 
showed that when he insufflated ait directly 
into the mediastinum of an anesthetized 
dog the gas bubbles spread upward into the 
cervical region and downward into the re- 
troperitoneal tissue. He also emphasized 
by experiments on cadavers the continuity 
between the retroperitoneal, mediastinal, 
and cervical tissues. 
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Recurrences Following Operation for 
Inguinal Hernia. 


Hessert (Surgery, Gynecology and Ob- 
stetrics, October, 1922) notes that all sur- 
geons have a certain percentage of recur- 
rence after operation for hernia, even when 
the wound has healed by primary intention. 
Bloodgood’s figures in 1919 show that the 
results of operation in Halsted’s clinic, in 
the early days when suppuration was fre- 
quent, showed 25 to 30 per cent of recur- 
rences, and when the wounds healed by 
first intention the recurrences were 6 per 
cent. Hessert states that this estimate is 
- probably too low, and most surgeons of 
modern times admit from 5 to 10 per cent 
recurrences, all cases considered. 

Taylor’s compilation of 816 cases of in- 
direct hernia operated on at John Hopkins 
Hosp‘tal represents what is probably a fair 
average, 5.6 per cent. Of Davis’s collection 
of 1500 patients operated upon at the 
Massachusetts General Hospital, 15 per 
cent recurred. Judd states that 70 per cent 
of all recurrences come within the first six 
months, and 90 per cent within the first 
year. Recurrences in the direct hernia are 
not only more frequent, but occur earlier 
than the oblique. In direct hernia Coley 
had 15 per cent recurrences. As to the 
reason for failure to occur in a larger per- 
centage of cases in direct hernia, the au- 
thor states the anatomical defects in the 
shape of deficient conjoined tendon are not 
considered by the operator in choosing the 
proper operation. Again, the sac did not 
receive proper care as to removal or inver- 
sion. A Bassini or Ferguson, without 
transplantation of the cord, would surely 
result in failure. Transplantation of the 
cord, according to Halsted, with an An- 
drews imbrication, is the best technique for 
these cases. If additional firmness is de- 
sired, a flap of fascia from the rectus 
sheath will answer the purpose better than 
to transplant the rectus muscle. 

The important point to be recognized at 
the operation is that the conjoined tendon 
is either absent, very narrow, or very at- 
tenuated, and that the lower angle of the 
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inguinal canal (Hesselbach’s triangle) has 
lost its strongest support and that something 
must be substituted for this defect at the 
operation for hernia. Bloodgood recom- 
mended transplanting the rectus muscle 
down to Poupart’s ligament, but Halsted 
never advocated the employment of this 
feature, maintain-ng that the rectus muscle 
in functioning would tend to draw back 
into its natural position. This was borne 
out by the experience at Johns Hopkins, 
for in 34 cases in which it was tried there 
were 35.3 per cent recurrences. 

Where the conjoined tendon is absent, a 
3assini operation cannot be performed, for 
it is physically impossible to bring the inner- 
most fibers of the internal oblique and 
transversalis muscles down to the spine of 
the pubes. It is owing to the persistence of 
operators in employing the Bassini method 
in d-rect or indirect herniz with absent con- 
joined tendon that many recurrences are 
traceable. The technique which fulfils the 
indications is the imbrication method, after 
Andrews for the oblique variety, and with 
the Halsted cord transplantation for the 
direct hernia. 

In the various operations in which the 
cord is not transplanted, whether the apo- 
neurosis is overlapped or not, the possibility 
of a recurrence always exists at the point 
of emergence of the cord at the median 
angle of the plastic. It is self-evident that 
any operation in which the cord is not 
transplanted, as in the Ferguson, is bad in 
direct hernia with absence of the conjoined 
tendon. In this connection Coley’s statis- 
tics are suggestive, for, while he had 0.6 
per cent recurrence following the Bassini 
method, there were 4 per cent following 
the Ferguson, in which the cord is not 
transplanted. 

Coley believes that it is a great disad- 
vantage to bring the cord out superficially 
to the aponeurosis and covered only by 
skin. The disadvantages of the Halsted 
operation have been the recurrences at the 
site where the cord came through the apo- 
neurosis. Coley believes that the cord 
should be covered by fascia as in the An- 
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drews method. It is true that in indirect 
herniz the Halsted operation is not the best 
choice, for it leaves a weakness in the apo- 
neurosis at the internal ring, which is just 
the point where this hernia is most likely to 
recur. In direct herniz, however, the Hal- 
sted operation with imbrication is best, for 
the cord is kept away from the point of 
greatest weakness, the inner angle. 

Judd had 14 cases of sliding hernia with 
three recurrences. Were the facts known, 
it would be found that most sliding hernize 
recur. This is to be expected when we 
consider what a sliding hernia is, and that 
at operation one of the fundamental condi- 
tions for cure cannot be complied with, 
‘namely, excis.on of the sac. If the cord 
could be eliminated, it would add greatly 
to the stability of the repair. Castration 
is justifiable, the patient consenting. If one 
is accustomed to operate under local anes- 
thesia, that question can be settled on the 
spot. The cord removed, it is then a mat- 
ter of layer sutures, taking care that no 
weak areas are left. 

Among the causes for recurrence at the 
internal ring are (a) faulty ligation of sac, 
(b) faulty suturing about the internal ring, 
(c) Halsted transplantation of the cord, 
without excision of 
lipomata. ; 

The most essential feature of every 
hernia operation is the high ligation of the 
sac. This has been well brought out by the 
fairly good results obtained by the simple 
operation of Kocher. One of the points 
emphasized by Halsted in his early work 
was the high ligation of the sac. There 
seems to remain little of the original opera- 
tion of Halsted and Bassini that is really 
essential, except the clear and free exposure 
of the entire inguinal canal, which makes 
possible the high ligation of the sac. 

The so-called internal ring is not so much 
a ring anatomically as it is a weak spot. 
The cause of the weakness is the migration 
of the testis. In all hernia operations this 


varicose veins or 


region should receive especial care in sutur- 
ing. Coley was the first to advise one or 
two sutures of the tissues above the cord. 


209 


Thus, in the Andrews imbrication, the 
structures are sutured from the spine of the 
pubes to the internal ring. Thereupon a 
suture is placed above the cord, leaving an 
opening just large enough to avoid constric- 
tion. This suture includes the edge of the 
external oblique fascia and internal oblique 
muscle, which are sutured to Poupart’s 
ligament. This suture is second in 
importance only to the one at the pubic 
spine. 

The fatty tissue which accompanies the 
cord and is often excessive in amount 
should always be dissected out and removed, 
that the size of the cord may be lessened. 
Failure to observe this simple measure may 
cause trouble. 

The various operations for inguinal 
hernia as they are being performed to-day 
are all more or less based upon the primary 
Bassini or Halsted technique. In _ this 
country the MacEwan and Kocher opera- 
tions are no longer in vogue. 

Whether the cord is transplanted, as in 
the original Bassini, original Halsted, 
posterior Andrews, Torek, Hackenbruch, or 
Fournel operations, or whether the cord is 
left in place without overlapping of the 
external oblique fascia.as in the Bull-Coley, 
Ferguson, or Woelffler, or with imbrication 
of the aponeurosis as in the anterior 
Andrews, Girard, or improved Halsted (the 
so-called Hopkins operation), the essential 
underlying principle is the removal of the 
sac and the closure of the hernial opening 
by suturing the internal oblique muscle and 
conjoined tendon to Poupart’s ligament. 

No one operation will fit all cases, but by 
observing the general fundamental princi- 
ples, it will be found that the technique need 
not vary greatly to be generally useful. The 
author has found the Andrews imbrication 
operation to be the one which best fulfils 
all possible indications. The only variation 
in the technique relates to the disposition 
of the cord. The cord should always be 
transplanted. In direct herniz the cord is 
allowed to emerge directly through the 
aponeurosis as in the Halsted operation. In 
indirect herniz the cord lies between the 
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two layers of imbricated external oblique 
fascia. 

Somewhat akin to this topic is the article 
by Mackechnie (American Journal of 
Surgery, October, 1922) on the “Morbidity 
of Hernioplasty.” He sums up his paper as 
follows: “I would say that the morbidity 
of hernioplasty is of far greater moment 
than the mortality ; that recurrences are not 
the only morbid consequences that arise, 
but that the other conditions may in the 
individual case be of equal importance ; that 
a man may be economically as unfit because 
of pain, or because of intra-abdominal 
conditions, as if he had a recurrence; that 
we must lay less stress on having pulled a 
man through an operation and more on 
decreasing his disability.” 





Acute Intestinal Obstruction in Infancy 


and Childhood. 


PETERSON (Surgery, Gynecology and 
Obstetrics, October, 1922) reviews 55 
cases; 46 of them were cases of intussus- 
ception. Hemorrhagic stools were present 
in 44 of them, and a distinct tumor was felt 
in the same number. Of 28 cases found 
reducible on operation there were three 
deaths due to overwhelming toxemia. There 
were three other deaths occurring some- 
what later; indirectly connected with the 
operation or the intussusception. 

To sum up the results in the reduction 
cases: “There were 22 cures and 6 deaths; 
mortality 21.42 plus per cent. If allowed 
to exclude the deaths not directly due to 
the intestinal obstruction or to the surgical 
treatment thereof, the mortality would drop 
to 10.71 plus per cent. There were several 
recoveries in late and profoundly toxic 
cases. The longest interval between the 
onset of the disease and a successful reduc- 
tion was four days; the shortest was five 
hours. Every case in this group seen 
within forty-eight hours of the onset 
recovered, with the single exception of the 
boy who died of influenza pneumonia. 

In the second group of 15 cases requir- 
ing resection there were 4 recoveries and 
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11 deaths; mortality 72.4 per cent. Of the 
thousands of cases of intussusception which 
have been reported throughout the world, 
there are on record less than a score of 
successful resections in infants. In older 
children the statistics are not quite so 
appalling. 

There were 22 deaths in this series of 55 
cases of acute intestinal obstruction in 
children, giving a mortality of 40 per cent. 
This includes the fatalities from all causes, 
early and late, regardless of whether the 
patient received treatment or not. The 
most important factor in this intestinal 
obstruction problem is to operate early, 
before involved tissues have undergone 
serious damage, and before toxemia has 
become pronounced. It is the only way to 
lessen the great morbidity and to reduce the 
high mortality, which inevitably accompany 
delay. Finney says it is better to have the 
operation done early than well. Better a 
poor operation on a patient in good condi- 
tion than a good operation on a patient in 
poor condition. Van Buren makes the 
axiomatic statement that the longer a 
patient lives with acute intestinal obstruc- 
tion before operation, the sooner will he die 
after operation. 

So much for this phase of the question! 
Experience has taught us that occasionally 
an apparently hopeless risk can be con- 
verted into a fair sort of a gamble by 
treatment which combats shock, tissue 
desiccation, and toxemia. External heat, 
appropriate stimulation, stomach lavage, the 
introduction of fluids into the system by 
infusion or hypodermoclysis or proctoclysis, 
are just as much indicated, in selected 
instances, before operation as after. Fol- 
lowing the operative relief of the 
obstruction, in addition to the measures 
just mentioned, morphine, atropine, and 
pituitrin, if used judiciously, are agents of 
proven worth. If threatened gangrene or 
perforation of the bowel does not force 
the operator to take radical steps, then a 
two-stage operation will often prove success- 
ful where a single procedure might have 
resulted in failure. The importance of 
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emptying the loaded segment of bowel 
above the obstruction is obvious. Cecostomy 
in acute obstruction of the large intestine, 
and enterostomy (particularly jejunostomy ) 
in obstruction of the small bowel—to 
precede or to accompany the operat.on for 
the relief of the obstruction—are often 
life-saving measures. A local anesthetic 
should be the one of choice, in many of 
these operations. 


Fractures of the Shaft of the Femur. 


Exrason (Surgery, Gynecology and Ob- 
stetrics) records in detail a series of cases 
followed for a length of time as illustrated 
by x-ray plates. His summary and con- 
clusions are as follows: 

In the operative cases all were drained 
and no infections occurred. 

No case had a bad result; the greatest 
shortening was one-fourth inch. 

But one plate had to be removed, and 
that was due to two errors—i.e., too large 
a fenestration and no traction. 

The follow-up reports after months, and 
in a few cases years, show no changes for 
the worse, and no plates have had to be 
removed. 

Every one of the 13 patients had a first- 
class limb, with no limps; and joint limita- 
tion, but slight, in two cases. 

Judging by this small series, the best 
treatment for fracture of the shaft of the 
femur is the continued use of internal and 
external fixation-in the full sense of the 
word. It gave 100 per cent good results. 





Traumatic Back Injuries. 


SEVER (New York State Journal of Medi- 
cine, October, 1922) devotes his paper to 
the effects, both local and constitutional and 
immediate and remote, of injuries incident 
to direct violence, and also those attribu- 
table to sprains or strains. He especially 
refers to the long period of disability from 
which many workers suffer who have such 
injuries and points out the difficulty that a 
man who makes but a single examination 
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may have in formulating a compensation 
based on the probable period of crippling. 

Since many of these cases show no bony 
lesion, the #-ray is not always helpful. In 
considering these cases a knowledge of the 
way in which the person was injured is of 
great importance, and the examiner must 
guard himself against what is termed “liti- 
gation neurosis,” the latter being not a 
disease but a state of mind, usually 
dependent for its relief upon a verdict 
whether this be favorable or the reverse; 
but to accomplish an entire cure it must be 
final. 

The first class of injuries to be cons:d- 
ered are those due to lifting strains. Many 
of these cases have sudden pain in the back 
when trying to lift heavy objects. They 
feel, as they report, something snap or give 
way in their backs, and generally are able 
to local ze the sore spot very accurately. 
Generally the pain is in the lumbar region. 
There may be pain and localized tenderness 
over the low spinal muscles, usually one- 
s.ded, and at times the soreness extends 
around into the flank. 

It is difficult to differentiate between 
muscle and ligamentous tears at first. Liga- 
mentous tears in their crippling effects are 
of longer duration; and the soreness and 
tenderness are deeper seated. Ligamentous 
tears may be located in the region of the 
sacroiliac joints, and so may confuse the 
diagnosis. Since they do not get well 
qu.ckly, heavy work in the future is apt to 
produce a recurrence of the soreness and 
lameness in the same spot. 

Very few of the cases presenting showed 
the typical signs of a true sacoiliac strain, 
although it did exist in some cases. As a 
rule, definite back support is needed for a 
while; this is not supplied by a six-inch 
canvas belt loosely applied about the pelvis. 

The predilection of the sacroiliac liga- 
ments or joints to become injured is well 
known, and generally misinterpreted. The 
necessity for clearly localizing the anatom- 
ical forces and the distribution of pain, 
with other signs and symptoms, is obvious, 
and an analysis of the method of produc- 
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tion is essential to a correct interpretation 
of the condition, without which one may 
go far astray. An x-ray is always an 
essential, even on a purely negative basis. 

Simple strains or sprains generally may 
be relieved by strapping, extending well 
around to and beyond the anterior superior 
spines on either side, with a large felt pad 
placed over the hollow of the back and sac- 
rum. The strapping should be tight, espe- 
cially between the trochanter and the crest 
of the ilium. Manipulation with or without 
anesthetic will often reduce at one attempt 
early sacroiliac displacements. Old ones 
often care for themselves, by gradual bodily 
readjustment. 

Associated with these sacroiliac strains 
or displacements one often sees sciatica. In 
fact many low back conditions are mani- 
fested early by a sciatica, more or less 
severe, and generally clearing up following 
the adequate treatment of the primary 
cause. Sciatica by itself is a rare condition. 

One other cond:tion seen occasionally is 
spondylolisthesis, or a slipping forward of 
the body of the fifth lumbar vertebra on 
the first sacral body, with a tilting forward 
and downward of the body of the fifth. 
This condition may be static or traumatic 
in origin, and usually leads to great dis- 
comfort. The treatment is adequate fixa- 
tion, by operation, by a back brace, or by 
a corset. Certain severe types of this con- 
dition may lead to partial paralysis of the 
legs. It is a condition described by Sir 
Arbuthnot Lane as very common to coal- 
heavers. An examination of the back in 
these cases shows usually a marked shelf at 
the top of the sacrum. The fingers can be 
placed upon the top of the back edge of 
the first sacral vertebra, and the lumbar 
spine above seems to have been moved for- 
ward as a whole. 

There is another type of static posture 
and backache known as camptocomia or 
bent back, which has recently been described 
by Hall. It has also been described by Sal- 
iba under the name of antalgic spinal distor- 
tion. There is no defin:te pathology, but 
the condition is manifestly hysterical, usu- 
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ally following trauma or mental shock, and 
results in the individual going about with 
the body flexed at the hips, or displaced 
laterally. Mental suggestion supplemented 
by back support usually results in an early 
cure. 

Postural strain must also include those 
cases which are called sacroiliac strains. 
Static or postural strains are not the result 
of trauma, but of the constant muscle 
strain, and overuse superinduced by habit- 
ual bad position, and are the result of 
definite mechanical and bodily defects, 
Normally an individual in the upright posi- 
tion when at rest is supposed to carry the 
weight on his bones, and not on h's mus- 
cles or ligaments. The center of gravity 
falls in a line running from the tip of the 
mastoid through the front of the shoulder, 
great trochanter, just back of the patella, 
and about an inch in front of the external 
malleolus. Any variation from this nor- 
mal implies muscle and ligamentous strain, 
and so pain; therefore when a person habit- 
ually stands with the body in a position of 
poor posture, there is created a lack of 
normal muscle balance, and consequently 
muscle strain, which is translated into pain. 

Many indefinite backaches which fail to 
clear up under ordinary treatment are re- 
lieved at once by raising the heels of the 
shoes and by the stretching. High heels are’ 
not the curse always that they are made 
out to be, for by raising the heels the body 
is tipped back and so relieves the strain on 
the tense back muscles and hamstrings. 

Another source of backache often per- 
sistent is that due to inequality in the 
length of the legs. All cases examined for 
backache should have the legs measured 
and should also have the trunk displacement 
noted. 

Another common condition complicating 
these back injuries is the presence of 
hypertrophic arthritis in the older 
individuals, generally quiescent and pre- 
existent to the injury. The accident usually 
lights the condition up and so aggravates it. 
Without this complication the disability 
period might be short. With it, the period 
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is indefinitely lengthened and may be con- 
trolled only by careful and _ skilful 
treatment. Not a few of the individuals 
who have had a quiescent arthritis of the 
spine aggravated by an accident fail to 
return to their original occupation as a 
result of such a complication. They are 
laid up for long periods of time with an 
increasingly stiff and painful back, even 
under good care, and an +-ray examination 
rarely fails to show progressive arthritic 
changes. 

Tuberculosis of the spine is common in 
children and is rather early diagnosed by 
the history, spasm, pain, guarded gait, and 
the presence of a kyphosis. In an adult the 
history is not as suggestive. There may or 
may not be a kyphosis, but usually there is 
if the vertebral destruction has gone on 
far enough. There is persistent pain in the 
back and weakness in the legs, even to 
beginning paralysis, increased knee-jerks, 
Babinski, and ankle clonus. The iliac 
fosse should always be examined for the 
presence of a psoas abscess. The treatment 
is rest in bed on a frame or in a plaster 
shell, later an adequate jacket or brace 
treatment. The prognosis in adults -is not 
so good as is that in children. It is not an 
unusual disease in adults, and its possibili- 
ties should not be forgotten. 

In a large number of cases represented in 
this series of back strains, it was found that 
the minimum period of disability was ap- 
proximately six months. Many cases had 
no medical attention ; others had inadequate 
treatment ; and a few had good treatment. 

Bearing on back injuries due to direct 
trauma, for instance, a fall or a blow, the 
average disability in these cases was 6.3 
months, no longer than that which follows 
sprains. Several of the cases which had 
crush fractures of the spine went unrecog- 
nized, and consequently untreated as such, 
for long periods of time, or were treated as 
sprained backs and strapped. Many of 
them as shown by their histories left various 
hospitals unrecognized in spite of the indi- 
vidual’s complaints, and without support for 


their backs, in some cases as early as eleven 
days after the injury. 

The treatment of course in all these cases 
should be early and adequate fixation of the 
spine, in a plaster jacket at first, and later 
by a back brace. The whole period of 
treatment may probably cover several years 
in severe cases. The question of operation 
on the spine, designed to furnish support 
to the crushed vertebre, has been consid- 
ered and has been done in some cases with 
the view of cutting down the period of 
convalescence and disability. In the simple 
crush fracture of one body the author does 
not believe that either much time or much 
additional fixation is gained by operative 
means. 

The question of treatment of these frac- 
tured spines without nerve symptoms is one 
of the greatest importance. Should they be 
treated as one would treat any fracture, 
that is, with a net minimum period of 
fixation, and then gradual use, or should 
they have a long period of fixation, with 
plaster jackets and back braces, covering 
a year or two? Are we fixing them too 
long, or shall we be guided by clinical 
symptoms of a strained and irritable back, 
and continue fixation as long as_ these 
symptoms continue? Will increasing use 
early, say after three or four months, make 
a back more irritable, aggravate the callus 
already present, increase the symptoms, and 
possibly lead to nerve pressure from new 
callus formation, or will such use properly 
restricted lead to earlier restoration of use- 
fulness and function? These are the 
questions we should be able to answer. 

With the simple crush fractures there has 
been in the past and still exists a marked 
tendency for too long a period of fixation, 
either with or without operation. 

We all know the evils of too long fixation 
of any joint or part with its consequent 
atrophy of soft parts and muscle adhesions, 
and all of us who deal with fractures have 
this phase of the subject brought home to 
us daily. Why should not the same con- 
tributing factors be present in too long 
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fixation of a single vertebral body fracture. 
It is a common experience to have a case 
come for examination several months after 
an accident, complaining of only a stiff and 
painful back, with no deformity, who shows 
after an #-ray examination a crush fracture. 
Early fixation by a brace or light jacket, but 
better still, rest in bed for three or four 
weeks, followed by a brace, would probably 
have averted this subsequent discomfort. 





Pott’s Caries. 


WHEELER (The Practitioner, November, 
1922) on the basis of an experience of 27 
operative cases, and this extending over a 
period of eight years, states that the use of 
the bone graft as a means of fixing a 
diseased spinal segment has run the gauntlet 
of healthy criticism, and survived. 

He quotes Whitman to the effect that 
“One may conclude, therefore, that opera- 
tive treatment, although of the greatest 
value in selected cases, particularly in the 
adolescent or adult class, is not to be under- 
taken as a routine measure in the treatment 
of Pott’s caries, but that it is distinctly 
supplementary to conservative treatment.” 
“Operations of this character are more 
likely to be successful in the curative sense 
in the adolescent or adult class than in early 
childhood.” 

Bearing on the oft-repeated statement 
that kyphosis can be made to disappear 
under conservative treatment, the author 
denies that such statement is founded on 
fact. He states that bone grafts inherently 
resist infection. He has an abiding faith in 
their living persistence in spite of sepsis. 
After operation he fixes his patient for at 
least three months by external splinting. 
His conclusions are as follows: 

The conservative treatment of children is 
best without operation. 

All adults, in the absence of special 
contraindications and who either cannot 
obtain or will not endure prolonged treat- 
ment by orthodox methods, should be given 
the benefit of operation. 

The additional fixation obtained by a 
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bone graft often determines cure in a 
patient who has not responded to the recog- 
nized non-operative treatment. 

Whether the graft is introduced as 
originally recommended by Albee or 
laterally under the erector spine muscles, 
firm union takes place bone to bone. 

Abscesses, as a rule, disappear after 
operative fixation of the diseased spinal 
segment. 

More rapid recovery frequently follows 
operation in cases of paraplegia. 

An active primary tuberculous lesion is 
not per se a contraindication to operation. 

Bone grafts absorb less frequently in 
spinal cases than elsewhere, probably owing 
to the fact that the bed for the graft 
consists of healthy bone. 

The early recognition by x-ray photo- 
graphs of destructive osteoclastic action 
should not be mistaken for commencing 
absorption. The simultaneous constructive 
activities of the osteoblasts do not become 
visible until a later date. 

The electric saw does not cause injury to 
the graft, and requires practice for its 
proper use. 

Prudence dictates three months’ post- 
operative treatment in bed; and rest should 
be advised until twelve months have elapsed. 





Gunshot Wound of the Common Femoral 
Artery: End-to-end Anastomosis. 


ELLARS (International Journal of Sur- 
gery, October, 1922) records the case of 


a patient wounded two inches below 
Poupart’s ligament by a 32 bullet ; hemor- 
rhage was controlled by gauze packs. The 
patient was kept in bed for three weeks. 
During this time and thereafter there 
developed a purring thrill, with swelling of 
the thigh. Five months later examination 
showed the right thigh 3% inches larger 
than the left ; deficient circulation below the 
knee, scar in the mid line of the thigh 2% 
inches below Poupart’s ligament, and a 
tumor mass pulsating and thrilling, extend- 
ing from three inches above the knee to a 
finger’s length above Poupart’s ligament. 
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The right external iliac artery was secured 
by rubber clamps through an abdominal 
incision; the femoral artery was then 
exposed through a long thigh incision, and 
at the point of bifurcation of the deep 
femoral there was found a wound which 
fully severed this latter vessel and also 
three-fourths of the circumference of the 
common femoral. The deep femoral was 
ligated, the common femoral was then com- 
pletely divided at the point of injury, and 
anastomosis was made as follows: 

One serrefine was placed 1% inches 
above and another 1%4 inches below the 
point of intended anastomosis. The adven- 
titia was drawn over the extremity of each 
afterial end and evenly excised. The wound 
was then flooded with olive oil, and three 
guy sutures were inserted at equidistant 
points around the vessel. Traction on these 
sutures caused the vessel to assume a tri- 
angular shape and thus approximated the 
intima over a broad surface. These broad 
surfaces were then sutured by harness- 
maker’s stitches, using No. 00000 black silk, 
and the guy sutures removed. A flap of 
fascia lata, about 1 by 1% inches, was 
excised and sutured around the line of 
anastomosis to act as a splint. The clamps 
on the external iliac artery. were then 
removed. The line of anastomosis was 
found to be leak-proof and the vessel below 
immediately assumed its normal size. The 
incisions were closed in layers with No. 2 
chromic catgut and sterile dressings applied. 

Examination of the right foot after the 
patient had been returned to bed showed it 
to be as normal as its fellow ; the veins were 
now filled with blood and the blanched skin 
from finger pressure returned to normal as 
quickly as the left. 

The wounds healed by primary union and 
recovery was uneventful, except for slight 
keloid formation in both incisions. Within 
ten days after operation the right leg had 
returned to normal in size. 

In the second case of gunshot wound half 
an inch below Poupart’s ligament the 
patient was taken immediately to the oper- 

ating-room, and after exposing the external 
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iliac artery above Poupart’s ligament, 
temporary occlusion of the vessel was 
accomplished by rubber-covered clamps. 
The common femoral artery was then dis- 
sected free and was found to have been 
practically severed by the bullet. An attempt 
was made to perform end-to-end anasto- 
mosis of the femoral, but as further rupture 
occurred immediately on releasing the 
external iliac, it was deemed wise to resort 
to ligation and await the outcome. This 
was done and the ordinary dressings 
applied. 

The leg was wrapped in cotton and 
treated on the expectant plan, with the 
result that the patient lost only the plantar 
surface of three toes from dry gangrene. 
During convalescence ischemic myositis of 
the calf muscles developed with a resulting 
toe-drop, which was relieved by tenotomy 
of the tendo Achillis. 

The patient was dismissed from the hos- 
pital June 18, 1920. He has since remained 
well and has gained several pounds in 
weight. Collateral circulation seemed ade- 
quate, the lower extremity was properly 
nourished, and the man was able to walk 
comfortably. 


The Treatment of Urinary Incontinence. 


Hatiowes (The Practitioner, November, 
1922), referring to that type of incontinence 
which occurs after delivery, or is not 
traceable to any distinct lesion, observes 
that in many of these cases faradism is 
beneficial, one pad being placed over the 
lumbar enlargement of the spinal cord and 
attached to an electrode; this position of the 
pad gives better results than when it is 
applied over the suprapubic region. The 
other electrode is a metal sound or catheter 
introduced into the urethra, but not into 
the bladder. Fifteen minutes’ treatment 
daily for about three weeks should be given 
with a weak, but gradually increasing, 
surging, faradic current, the strength of the 
current being varied to suit the sensations 
of the patient. 

It is obvious that the treatment should 
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only be given by those who are competent 
and specially instructed in such methods, 
and better results are obtained when the 
treatment is carried out by a nurse, for 
then the surroundings are more pleasant 
for the patient. During the course of treat- 
ment it is well to try and get the patient to 
help as far as possible by making a definite 
rule to urinate daily at fixed hours and 
thereby establish a habit, and also to take 
fluids only at suitable times. 

Patients should urinate before each treat- 
ment and not for some time afterwards. 
Half-an-hour’s rest after each treatment is 
advisable. Aseptic precautions are essen- 
tial. If, during the course of treatment, 
discomfort is complained of when passing 
urine, hexamine and acid sodium phosphate 
may be prescribed. 

In some cases benefit is permanent, in 
others there is a recurrence. In the latter, 
it is advisable to repeat the treatment after 
six weeks’ or two months’ interval. Some 
cases require many courses of this treat- 
ment. 





Recent Developments in Radiotherapy. 


BELLAIRE (The Journal-Lancet, Nov. 1, 
1922) holds that the treatment of cancer by 
surgery alone is as unjust as the treatment 
by radiation alone, unless the case be 
inoperable. Surgery has reached the limit 
of technical skill and procedure, hence any 
decrease in the cancer mortality, aside from 
educational reduction, obviously must come 
from #-rays or radium unless a new agent 
be discovered. 

Deep therapy with x-rays is, at the 
present moment, in a very vital period of 
transition. In the past year we have seen 
an increase in voltage from 100,000 to 
280,000, which, with changes in other fac- 
tors, has revolutionized the technique and 
enhanced amazingly our results. Whether 
a still higher voltage or an intermediate 
point will finally be selected as the ideal will 
be determined within the present year. 

To kill deep-seated growths it is abso- 
lutely essential to introduce into the deep 
structures a 100-per-cent dose for carci- 
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noma, with the same or but little greater 
dose on the surface. In other words, the 
ratio between the skin and depth dose must 
be about equal. In some forms of sarcoma 
the ratio may be as low as 60 or 80 per cent 
of the total skin dose. 

For the production of deep lethal doses 
tremendously high voltage must be utilized. 
Of all the factors concerned high voltage is 
the most indispensable because voltage 
determines the force with which the rays 
are projected into the tissues. The higher 
the voltage the shorter the wave length; the 
shorter the wave length the greater the 
velocity of the rays. If, therefore, we can 
generate sufficient voltage for the introduc- 
tion into the deep parts of lethal doses 
without destroying the overlying skin, we 
shall have advanced tremendously toward 
the solution of the cancer problem. Fur- 
thermore, it is only with high voltage that 
rays of homogeneous character are pro- 
duced. Homogeneous rays are both 
qualitative and quantitative. X-rays that 
are homogeneous in quality are those whose 
components do not change in penetrating 
deeper parts; they are homogeneous in 
quantity when their absorption is of the 
same amount in the different depths of the 
tissues. 

Increased filtration is another factor by 
means of which the proportion of depth to 
the skin dose is increased, since only rays 
pass through which affect the skin least. In 
the past, four to six millimeters of 
aluminum were in general use for all deep 
work; now ten millimeters of the same 
metal, or better, its equivalent in copper, 
is utilized. 

Now as regards the distance of the tube 
from the body surface. Until the past few 
months the standard distance was eight 
inches. At the present time radiologists 
who are following the newer technique have 
chosen twenty inches as the most effective 
distance, as worked out by Dessauer. The 
increase allows of longer exposures, 
thereby increasing the depth to the skin 
dose. It also allows of homogeneous 
radiation, which is not possible at close 

















range; and, finally, a much greater skin 
surface can be exposed, thus introducing 
more rays into the growth and into the field 
immediately surrounding. It has been 
calculated that larger ports of entry increase 
the intensity about 25 per cent because of 
scattered radiation. 


Abdominal Trauma. 


Simmons (New Orleans Medical and 
Surgical Journal, November, 1922), actu- 
ated thereto by the increasing number of 
automobile accidents and the added respon- 
sibility thrown thereby upon the hospital 
surgeon, has contributed a paper calling 
attention to the difficulty in diagnosing 
visceral injuries incident to such accidents. 
He states that if the abdominal muscles are 
rigid and contracted in anticipation of a 
blow, as in athletic sports, the viscera are 
less likely to suffer than if the blow is un- 
expected and the viscera unprotected by the 
board-like abdominal muscles. If a viscus 
is enlarged from any cause whatever, 
physiological or pathological, the liability of 
injury is greatly increased. If the stomach, 
intestines or the urinary bladder are full 
the chance of injury to these viscera is 
increased. xtreme muscular contraction 
or activity may cause visceral injury. An 
indirect blow on any part of the abdomen, 
where the force can be directly or indirectly 
transmitted, may cause visceral injury. 

Another fact which must be remembered 
is that severe visceral damage may follow 
an apparently trivial accident, or vice versa; 
and for this reason any symptom referable 
to an abdominal blow should be given due 
weight, for insignificant blows often result 
in serious late symptoms—too late for an 
early diagnosis, and a delayed diagnosis 
nearly always means a fatal termination. 

In considering the viscera likely to be 
injured we wish to include those lying in 
the abdominal cavity proper. The urinary 
bladder, especially when distended, is a very 
frequent victim. The mesentery, the great 
blood-vessels, the gall-bladder and pancreas 
with their ducts are occasionally though not 
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commonly injured ; but we would give more 
consideration to the greater organs under- 
lying the abdominal wall—the liver, spleen, 
stomach and intestines with their attach- 
ments, and the kidneys. 

Of the symptoms seen pain is the most 
constant and most dependable, for it 
influences the patient to consult his 
physician for relief. Unfortunately it is 
not always long lasting and does not always 
appear immediately after the injury is 
received. It is not like the pain of an 
inflammation, but more like that pain which 
accompanies a ruptured extra-uterine preg- 
nancy, as if something has been torn or has 
suddenly given way. 

Associated with pain there may be elicited 
either local or general tenderness, with 
which is always allied rigidity in varying 
degrees ranging from a local tenderness to 
a board-like stiffness of the muscles. 
Reiddel asserts that “the most important 
sign of abdominal injury is rigidity of the 
abdominal muscles, and this follows im- 
mediately when the abdominal cavity 
becomes soiled with stomach and intestinal 
contents or blood.” 

While having these two points in mind, 
the author stresses another point in 
diagnosis: not to administer an opiate with 
the view of giving the patient immediate 
comfort, before a diagnosis has been made, 
for such measures will abolish pain and to 
a considerable extent cause rigidity of the 
abdominal muscles to disappear, thus 
depriving us of one or two valuable signs 
for an early diagnosis. 

Nausea and vomiting are usually early 
symptoms, and if they persist they are 
indicative of a serious lesion. Vomiting of 
blood usually indicates injury to the 
stomach or duodenum, though its absence 
does not exclude injury to these viscera. 

Diminished or absent peristalsis is one of 
the important signs, though often over- 
looked, according to Sherk, who “would 
place more dependence on it than any other 
symptom.” 

This group of symptoms, including a 
facial expression of anxiety, thirst, acceler- 
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ated pulse and respiration, with slight or 
exaggerated signs of shock and hemor- 
rhage, completes the picture according to 
the severity and extent of the injury. 

A certain diagnosis in these cases is ex- 
tremely difficult and at times impossible, 
but by careful consideration of the history 
of the injury and close scrutiny of all signs 
and symptoms we can usually arrive at a 
diagnosis before it is too late. In definite 
cases of injury to the abdominal viscera 
there is but one indication—open the abdo- 
men. It is better to have opened an abdo- 
men and found all well than to wait and 
deprive your patient of all chances of life. 

The only safe policy is to do an explora- 
tory laparotomy in all border-line cases, and 
in all cases which present serious symptoms 
or develop such symptoms at any reason- 
able time following an injury to the ab- 
domen. 





Relation of Nutrition and Tooth 
Development. 


McCottum, Simonps, KINNEY and 
GriEvES (Bull. Johns Hopkins Hosp., 1922, 
33, 202) studied this problem in rats. 
They found that the internal structure of 
the skeleton of the rat could be changed at 
will by varying the ration which the ani- 
mals received. Bone is an extremely labile 
tissue and is readily influenced by nutritional 
environment. Some of the faulty diets 
which were studied produced rickets often 
of an exaggerated type, while others caused 
osteoporosis. Still others resulted in the 
development of the peculiar lesion which 
has been called osteosclerosis. A study of 
the effect of these diets on the skeleton 
would indicate that the growth of the skele- 
ton was dependent on at least three sub- 
stances: (1) an organic substance pre- 
sent in certain fats, which is not identical 
with the antixerophthalmic fat-soluble A; 
(2) calcium; (3) phosphorus. If the or- 
ganic factor is low in, or missing from, a 
diet, the structure of the osseous tissue is 
dependent on the ratio between the other 
ions in the circulating blood. If calcium 
is present in amounts equal to or exceeding 
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those which would be optional for growth 
and function, if all other factors are satis- 
factory but the phosphorus ion is low, 
rickets is produced. The same disease re- 
sults when the converse relation exists 
between the two ions. In other words, 
diets which contain optional or excessive 
amounts of calcium but are low in phos- 
phorus and the organic element produce 
rickets. This is also produced from diets 
low in calcium and the organic element 
although phosphorus is present in satisfac- 
tory amounts. Diets which are satisfac- 
tory except that they are deficient in the 
organic substance result in osteoporotic but 
perfectly calcified bone. Diets which have 
a comparative deficiency in calcium but are 
very high in phosphorus and in the organic 
substance produce the so-called osteoscle- 
rotic bone, with large numbers of small tra- 
becule which are imperfectly formed. 
Diets deficient in calcium alone produce a 
pseudorachitic condition with overproduc- 
tion of osteoid—American Journal of the 
Medical Sciences, November, 1922. 





Recent Advances in Urological 
Surgery. 

Bucsy (New York Medical Journal and 
Medical Record, Nov. 1, 1922), writing on 
this topic, states that prostatic obstruction 
resolves itself into three classes: contrac- 
tion of the vesical neck or fibrous prostate, 
hypertrophy, and carcinoma. Our present 
methods of coping with each class represent 
one of our greatest advances in modern 
urology. One of the clouds of advanc'ng 
years in the male has been the fear of in- 
terference with the function of urination. 
This fear has been based upon fact. The 
inconvenience and later suffering, with the 
slowly progressing pathological condition of 
the immediate organ involved, as well as 
secondary changes in the upper urinary 
tract and general systemic impairment, give 
a picture with which all are familiar. The 
relief from catheter life, with its constant 
inconvenience, suffering, and certain end, 
or operation with former high mortality 
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and possible permanent complications, at 
one time led one to wonder if the treatment 
were not as bad as the disease. 

The picture has been changed. The man 
of advancing years who begins to complain 
of increasing frequency of urination and 
difficulty in starting the stream, who arises 
at night to void, should have the advantage 
of a urological examination. Not that all 
such men require radical procedure. In 
recently reviewing a series of cases for a 
period of one year, the author found, of 204 
male patients with urinary symptoms, that 
only fifty-four men were in the surgical 
class, and but thirty-three required im- 
mediate operative intervention; often, how- 
ever, with slight symptoms, a well-marked 
hypertrophy is present, which may be re- 
moved before the bladder and kidneys are 
permanently damaged, and thus secondary 
constitutional changes, which are sure to 
follow, are avoided. Secondly, and of ever 
increasing frequency, a carcinoma of the 
prostate is detected. Unfortunately, symp- 
toms are usually absent or slight until 
prostatic cancer is advanced. Only by the 
early discovery of cancer are we able to 
cope with this most difficult of all urological 
problems. 

Briefly, why are we in a difficult position 
regarding the radical cure of these cases of 
prostatic obstruction? In the operative 
class this change has not been brought 
about by means of a sleight-of-hand opera- 
tion, but because we study the patient, 
prepare him for operation, perform the 
operation in such a manner as to cause the 
least amount of shock, and take care of 
him after operation. The preparation may 
be summed up as a period of stabilization 
of a diagnosed systemic condition; circu- 
latory, urinary and gastrointestinal systems 
must be built up under the changes brought 
about by the relief of urinary back pressure 
by bladder drainage. When the patient is 
on an even keel, the removal of the prostate 
through a drainage wound with proper 
control of hemorrhage should be attended 
by little constitutional reaction, and under 
present improved methods of subsequent 
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bladder drainage the convalescence should 
be rapid and comfortable, the functional 
result perfect. The attendant mortality is 
surprisingly low. Series of cases have been 
reported by Gardner of 125 consecutive 
cases of prostatectomy without a death by 
the suprapubic route; and by Young, of 
165 consecutive cases of prostatectomy 
without a death by the perineal route. The 
writer’s own mortality in all cases to date, 
extending over a period of sixteen years, is 
2.2 per cent. 

Individual cases of fibrous prostate may 
best be treated by prostatectomy, but the 
majority of patients, with small prostate 
or contraction of the vesical neck, are 
satisfactorily relieved by the removal of 
sections of the constricting ring, trans- 
urethrally under a local anesthetic by means 
of the “prostatic punch.” Recurrence of 
the contraction may rarely occur, requiring 
a repetition of the so-called punch opera- 
tion. All such patients should be kept 
under observation. 

Cases of prostatic cancer require the 
most careful study. Symptoms are often 
delayed until, with the first manifestation of 
urinary disturbance, malignancy is found 
far advanced. The first phase of the study 
should be to determine, if possible, the 
presence of metastasis. A complete study 
of body functions and of the bones with 
x-rays is necessary. If metastasis is pres- 
ent, little can be done other than to relieve 
urinary retention by the partial removal of 
the prostate, by limited use of radium, or 
by permanent suprapubic drainage. 

If the cancer is limited to the prostate, 
removal may be indicated in some cases, 
while in others relief and possibly a cure 
will be obtained by the introduction of ra- 
dium into the prostate by means of needles 
passed into the glands through a suprapubic 
cystotomy wound, or through the perineum, 
and by means of surface applications of 
radium to the rectal and urethral aspects 
of the prostate. 

The immediate changes obtained from 
this procedure are distinctly encouraging. 
By proceeding with caution, always attempt- 
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ing to destroy the growth, not the patient, we 
hope in several years to be able té talk of 
results. Our hope lies in early recognition 
of the lesion. 

Our second most difficult problem in 
urology has been the treatment of the blad- 
der tumors, the more intense study of 
which was greatly stimulated by the intro- 
duction and success of fulguration, applied 
through the cystoscope, as a means of de- 
struction. It was soon found that this 
method was applicable only. to benign 
vesical growths. The use of x-rays, dia- 
thermy and radium were next taken up in 
hopes that singly, or in combination with 
surgery, some means of cell destruction 
might be added to the often futile attempts 
at removal of the tumor with subsequent 
rapid recurrence and death, as shown by 
_ operative statistics. 

The use of x-rays and diathermy in at- 
tempted destruction of bladder growths was 
a disappointment. Of late, by the use of 
more powerful machines with deeper pene- 
tration, there has been a revival of interest 
in x-rays in this field. The work is still 
highly experimental, and clinical reports of 
cases in sufficient number and observed over 
a proper length of time will be awaited with 
much interest and hope. 

Radium was taken up as the agent of de- 
struction of bladder growths, applied first 
through the cystoscope to the surface of 
the growth, and latterly introduced into the 
tumor through a suprapubic opening. When 
applied to the surface of the growth by 
cystoscopic methods, there was always a 
question of the nature and extent of the 
growth, discomfort and irritation accom- 
panying or follow:ng the application and 
inability to reach the deeper. structure. 

It is now our custom in a papillomatous 
growth to attempt fulguration. If the 
growth does not respond at once it is con- 
sidered malignant, and further effort along 
this line may stimulate the growth or valu- 
able time may be lost to other methods 
which might bring about a cure. 

The bladder is opened and, if possible, as 
with cancer in any other part of the body, 
the growth removed, radium needles being 
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inserted into the bladder wall about the line 
of suture. In all of the bladders the author 
has opened for growth during the past two 
years the tumor has proved to be in whole 
or part malignant. While it is possible in 
many cases to resect a bladder with an 
apparently wide margin of healthy tissue, 
we found in one case cancer cells extending 
along the muscle bundles to the edge of the 
line of resection with no superficial evidence 
of growth. The fortification of the line of 
resection in the immediate location of the 
growth with radium may help to avoid 
recurrence. It causes a localized sloughing 
which lasts three or four months, has given 
no untoward results, and there have as yet 
been no recurrences in six cases so treated. 
In two cases of localized infiltrating cancer 
in which a resection could have been done, 
the growth was not excised but entirely 
destroyed by the repeated introduction of 
radium needles through a suprapubic sinus. 
Extensive, infiltrating carcinoma was de- 
stroyed in this manner in s.x cases in which 
resection was impossible; four of the pa- 
tients are free of growth and two subse- 
quently died of general metastasis. Two 
recent cases of extensive infiltrating growth 
show marked retrogression of the growth; 
these cases give us encouragement. 

Obviously little can or should be done 
for an extensive infiltrating cancer of the 
bladder with metastasis other than to try 
to make the patient more comfortable, pos- 
sibly by permanent drainage. 

Radium is an important accessory to 
surgery, but must be used with caution. 
Cancer tissue must be destroyed slowly, for 
toxemia always results, and too rapid or 
strenous application will destroy the patient 
more rapidly than the growth. By proper 
study of individual cases, before instituting 
any line of treatment, especially as regards 
the presence of metastasis; by applying ful- 
guration surgery, radium, or a combination 
of methods; by carefully watching the pa- 
tient after operation that recurrences may 
he detected early, and be destroyed by ful- 
guration or radium—far better results are 
going to be obtained in the future in this 
once almost universally fatal class of cases. 
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Reviews 


THERAPEUTIQUE CLINIQUE (Tome I, Tome II): 
I, Agencies thérapeutiques; II, Techniques 
thérapeutiques ; III, Traitement des symptomes; 
1B, Traitement des Maladies, avec la colla- 
boration de MM. Desfosses, G. Laurens, Léon 
Meunier, Lomon, Lutier, Martingay, Mougeot 
et Saint-Céne; Masson et Cie, Editeurs, 
Paris, 1921. 

This system of medicine represents an 
unusual undertaking in medical literature 
—the combination of clinical diagnosis and 
clinical therapeutics under one editorship, 
but of course in different volumes. 
of the therapeutic volumes have appeared 
and are reviewed herewith. 

The genius of the French language, its 
precision, its lucidity, its faculty for coin- 
ing definitional words, has enabled the 
authors to compress into these volumes an 
extraordinary amount of knowledge. The 
orderly Gallic mind is further in evidence 
in the classification of subjects, so that 
even with the rather indifferent index char- 
acteristic of French books one can readily 
orient oneself. 

Volume I deals first with pharmacology 
under the following headings: Cardiac 
remedies, diuretics, hematopoietics, with the 
more important therapeutic agents used in 
urinary, digestive, respiratory and nervous 
disturbances, with the subject ofopotherapy 
and with specific and non-specific remedies 
to combat infections. Dietetics, physiother- 
apy and psychotherapy are also considered 
in these chapters. The section on physio- 
therapy deals lucidly with a subject—the 
various physical procedures — regarding 
which most physicians have but a hazy 
knowledge. The fourth section is devoted 
to treatment of the commoner diseases. 

Our American systems of therapeutics 
usually devote lengthy chapters to diagnosis 
and symptomatology and even to pathology, 
which is altogether unnecessary. The treat- 
ment moreover is often arranged in such a 
way that one has to read pages upon pages 
to get the author’s ideas. In this French 
work condensation is the guiding rule. 
Everything irrelevant is omitted. Opother- 
apy occupies a surprisingly large share in 


Two - 


the treatment of many diseases. For ne- 
phritis, hypodermic injections of kidney 
substance, powdered and fresh kidney tis- 
sue, and serum from the renal vein are 
advised. Even hepatic opotherapy is rec- 
ommended, particularly in those cases of 
nephritis in which participation of the liver 
is suspected. Thyroid, suprarenal and hy- 
pophysis have their uses. Few American 
clinicians go to such lengths in their faith 
in endocrine or other forms of glandular 
therapy. Aside from this considerable 
difference, the treatment is for the most 
part as rational as it is possible to be under 
the present conditions of medical science, 
and as regards physical measures is rather 
in advance of our own knowledge in Amer- 
ica. All through the work one notes the 
physiologic point of view as distinguished 
from the static anatomic. This is a feature 
of French medicine impressed upon it by 
the great pioneers of French physiology, 
Magendie and Claude Bernard. Any one 
reading French will find Dr. Martinet’s 
system a useful addition to his working 
library. D. R. 


Précis pE PaTHoLocie MépicALe. Par MM. F. 
Bezancon, M. Labbé, L. Bernard, J. A. Sicard 
et MM. A. Clerc, P. Emile Weil, Philibert, 
S. I. De Jong, A. Sezary, Ch. Foix; Pasteur 
Vallery-Radot, G. Vitry, Marcel Bloch. Tome 
IV, Maladies Du Sang et des Organes Hema- 
topoietiques par P. Emile Weil, Médecin de 
Hopital Tenon et Marcel Bloch Chef de 
laboratoire 4 la Faculté de Paris, Maladies des 
Reins par Pasteur Valery-Radot, Médecin 
des hépitaux de Paris. Tome V, Maladies de 
l'Appareil digestif et de la Nutrition par 
Marcel Labbé, professeur a la faculté de 
Médecine de Paris, médecin de l’Hopital de la 
Charité et G. Vitry, ancien chef de clinique 
a la Faculté de Médecine de Paris. 1 volume 
de 790 pages avec 316 figures et a planches en 
couleurs (Masson et Cie, Editeurs). Broche 
20 fr. Cartonné - - 25 fr. 


Two volumes, Nos. IV and V, have so 
far appeared of the Précis de Pathologie 
Médicale. Volume IV deals with diseases 
of the blood and blood-making organs and 
with diseases of the kidney. The former 
by Weil and Bloch is thoroughly well illus- 
trated and will prove of signal help both 
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to the clinician and to the laboratory 
worker. A rather striking preponderance 
of references to French literature is a 
foible that may be condoned in a work 
which is in general of a very high char- 
acter. 

Valery-Radot’s treatise on the kidney is 
one of the best the reviewer has ever read. 
Its arrangement is altogether different from 
that customary in American text-books, 
where definition, history, etiology, pathology, 
symptomatology, diagnosis, prognosis and 
treatment follow each other with wearisome 
concordance. Valery-Radot’s plan is more 
original and more attractive. After a brief 
account of the physiology and anatomy of 
the kidney comes an illuminating chapter 
on albuminuria, hematuria, etc.; then the 
subject of nephritis is taken up, but not in 
our stereotyped fashion. There is first a 
comprehensive analysis of chlorid and 
nitrogen elimination and retention, and of 
the symptoms attributable to chloruremia 
and azotemia. The methods of determining 
these conditions are concisely stated. The 
cardiovascular phenomena of nephritis are 
next considered, a goodly section being 
devoted to hypertension and its causes. 

Uremia—the term is not in favor with 
Valery-Radot—is of three kinds: 

1. Retention of chorids. 

2. Retention of nitrogen. 

3. Hypertension. 

Chronic nephritis, which is next consid- 
ered, presents five possible types: 

1. Chlorid retention and albuminuria, 
cylindruria and hypertension. 

2. Simple albuminuric nephritis. 

3. Hypertensive nephritis without edema 
and without azotemia. 

4, Hypertensive azotemic nephritis. 

5. Hypertensive nephritis, with hyper- 
tension, cylindruria, and azotemia. 

These clinical types might be multiplied 
indefinitely for “en matiére de brightisme 
tout peut se voir.” 

After these chapters on chronic Bright’s 
disease follows one on acute nephritis, of 
which there are three varieties, namely, 
primary, secondary and hyperacute ne- 
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phritis. The next chapter deals with eti- 
ology and with the morbid anatomy of 
nephritis. In the concluding section the 
dietetic and therapeutic management both 
of acute and of chronic Bright’s disease is 
considered. 

An enormous amount of work is being 
turned out from American hospitals on the 
blood chemistry of nephritis, but new paths 
are rarely struck. Perhaps a study of 
Valery-Radot’s book and of Castaigne’s 
recent treatise will stimulate greater orig- 
inality among both clinicians and laboratory 
workers in America. 

Volume V deals with gastrointestinal 
diseases along traditional lines. It is rather 
interesting that simple ulcer of the stomach 
receives twelve pages, while ulcer of the 
duodenum is dealt with in but little more 
than three. The illustrations of the article 
on the intestinal tract are abundant and 
especially good. Diseases of metabolism 
and deficiency diseases are also included in 
this volume. One of the conditions dealt 
with is that first love of French clinicians— 
arthritism. The section on obesity is not 
very satisfactory; that on diabetes mellitus 
is rather amazing in that 34 pages are de- 
voted to general considerations, including 
pathologic physiology, symptomatology, 
complications, diagnosis, etc., and only 14 
pages to treatment. Naturally that section 
is not very helpful. 

Other subjects considered are diabetes 
insipidus, cystinuria, alcaptonuria, gout, 
and oxalemia. The deficiency diseases oc- 
cupy a very small section at the end of the 
book, but as our knowledge of these dis- 
eases is not extensive, the space given to 
them is probably adequate. D. R. 


Exercise 1N EpucaTion AND Mepicine. By R. 
Tait McKenzie, M.D.,, LL.D. Third edition, 
thoroughly revised. W. B. Saunders Company, 
Philadelphia, 1923. Price $5. 

Dr. McKenzie is so well known ‘because 
of his work in connection with physical de- 
velopment in this country and Canada, and 
also in connection with heaithy and wounded 
men in service during the World War, that 
any text prepared by him upon this subject 
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must be recognized at once as authoritative, 
the more so when we recall the additional 
fact that he is possessed not only of anatom- 
ical knowledge but artistic talent, and has 
repeatedly contributed works of sculpture, 
representing athletic and military achieve- 
ment, which have taken first rank. 

The author states in his Preface that the 
call for this new edition gives him the op- 
portunity of inserting facts derived from 
his experience as physical training officer in 
the British army at Aldershot and as med- 
ical officer in command of a convalescent 
camp of five thousand men, as well as act- 
ing as instructor of physical therapy in 
camps and hospitals throughout England, 
Canada, and the United States. 

For this reason he deals not only with 
the development of muscles and bones and 
the general theme of physical education and 
exercise, but also with the so-called sol- 
dier’s heart and the benefit of massage and 
physiotherapy in restoring lost function 
where there are damaged tissues. 

He also describes new and simple devices 
for muscle reéducation which have proved 
of value in the great hospitals of the army 
and navy, accompanied by illustrations to 
render the text easily understood. 

It is interesting to note that the intro- 
duction of gymnastic and athletic games in 
France and Italy by American instructors 
has opened the eyes of these countries to 
the educational value of these agencies both 
for the military and civil population, and 
even in the Philippines, China, and Japan 
the idea of competitive sport for the masses 
has been popularized. 

In the 601 pages of the volume the 
author provides us with 435 illustrations. 
With the exception of a very few they are 
absolutely practical and clearly illustrate ex- 
actly what the author desires to bring out 
in his text. By reason of his skill as a 
sculptor, the author has included figures 
reproducing the facial expression of men 
under vigorous exercise. Thus Figure 4 
shows the face of typical breathlessness as 
seen in any race above 200 yards, and Fig- 
ure 6 a typical face of fatigue seen after 


the acute breathlessness has passed off in a 
distance race, while Figure 8, again taken 
from a model head, shows the face of ex- 
haustion seen just before collapse in a dis- 
tance race. 

We believe that this book should be in 
the hands of the head master of every 
school, public and private, in every English- 
speaking country, that it will stimulate all 
schools to appoint well-qualified athletic 
instructors. A sufficient number of copies 
placed in school and college libraries for 
the use of pupils would be a most wise 
procedure, the more so as the text reads so 
easily as to be as interesting as the illus- 
trations. 


Tue SuccessFuL Puysician. By Verlin C. 
Thomas, M.D. W. B. Saunders Company, 
Philadelphia, 1923. Price $4. 

The author’s idea in preparing the text 
of this volume is that it will act like a 
guide-book to his fellow practitioners, and 
we presume chiefly those who are much 
younger than himself in the profession. He 
recognizes that the young graduate may be 
thoroughly familiar with all the theoretical 
requirements of his calling, that he may be 
mentally and morally qualified and be abso- 
lutely strong enough and willing, and yet 
fail because he lacks those personal qual- 
ities and methods of conduct which will 
serve to make him efficient as a physician 
and popular with his patients. 

The book is divided into sixteen chapters, 
the first of which deals with personality and 
the second with how to attract and hold 
patients. The author then discusses the 
choice of a location, the means of changing 
ability into income, the various forms of 
practice, office equipment and management, 
investments, the relationship of the phy- 
sician to the pharmacist, the hospital, the 
professional nurse, and the law, and then 
in chapter twelve he dwells at considerable 
length upon medical ethics, followed by 
chapters upon insurance, vacations, and 
hobbies. The closing chapter is entitled 
“Grist from the Mill of Experience.” 

The book is printed in very large type 
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and therefore is easily read. There is no 
question that many a medical youth by 
perusing it will gain much, and many men 
who have been in practice for years will by 
its perusal pick up points in the way of 
handling human beings which will prove 
useful to them. 


A TEXT-BOOK OF THE PRACTICE OF MEDICINE. By 
various authors. Edited by Frederick W. Price, 
M.D., F.R.S., Edinburgh. The Oxford Uni- 
versity Press, New York and London, 1923. 
Price $10. 

Dr. Price, who is senior physician to the 
Northern Royal Hospital and to the Na- 
tional Hospital for Diseases of the Heart, 
in London, has placed before us a single- 
volume System of Medicine, contributed to 
by twenty-six different authors, all of whom 
are attached to well-known hospitals in 
London, such as the National Hospital for 
Nervous Diseases, in Queen’s Square; St. 
George’s, St. Thomas’s, St. Bartholomew’s, 
Great Ormond Street Hospital for Sick 
Children, Guy’s Hospital, and others. 

Because of the use of very thin paper, 
which, however, is so made that the type 
does not show through from the opposite 
side, the publishers have been able, in a 
book which is, if anything, smaller than 
most books upon the practice of medicine, 
to include not less than 1753 pages of text, 
including the index, which by the by is very 
thorough and complete. 

Obeying the more modern conception of 
the causes of disease, the arrangement of 
the text is somewhat different from that 
found in books which have appeared within 
the last few years. Thus the opening chap- 
ter deals with Fever in general, and after 
this the text proceeds to the effects and 
results of bacterial activity in infection. 
This text in turn is followed by a discus- 
sion of immunity in its various forms, 
natural and acquired, and the properties of 
so-called immune serum with a thorough 
discussion of immune therapy in general 
and its employment in a large number of 
infectious diseases, varying from anthrax 
to typhoid and paratyphoid. 

It is not until we open the second section 
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of the book that general infectious diseases 
are considered individually, and here we 
notice a division of subjects which is not 
only proper, but interesting because rela- 
tively new. Those diseases in which it is 
generally conceded that the specific organ- 
ism has been discovered are taken up first 
under the heading of bacterial diseases, and 
in the list is placed “‘influenza.”’ Following 
this there is a section upon the Mycoses; 
then one dealing with the Spirochetal In- 
fections, another on Protozoan Infections, 
and then, under Infectious Diseases of 
Doubtful or Unknown Etiology, we find 
Measles, Rubella, Scarlet Fever, Smallpox, 
Chickenpox, Mumps, Rheumatism and 
Spotted Fever of the Rocky Mountains, and 
a number of others. 

As illustrative of how difficult it is to 
properly classify certain maladies, the in- 
troduction of influenza under known bac- 
terial diseases, and typhus fever under dis- 
eases of doubtful or unknown etiology, may 
be cited. 

Nothing is said under Yellow Fever of 
Noguchi’s prophylactic serum. 

In the third section the articles deal with 
tropical diseases of doubtful or unknown 
origin. After this the book deals, in sec- 
tion four, with diseases due to metazoa 
and parasites, including insects and snakes; 
then the maladies arising through physical 
and chemical agents, varying all the way 
from caisson disease and alcoholism to 
lacquer poisoning. 

In section six diseases of metabolism are 
discussed, and in section seven diseases of 
the endocrine glands are considered. In 
section eight no less than 202 pages are 
devoted to the diseases of the digestive 
system. 

From here on the classification followed 
closely resembles that found in most books 
upon medicine. Nearly 200 pages are given 
to diseases of the respiratory apparatus, 
and nearly 100 to diseases of the skin. So, 
too, under diseases of the nervous system, 
300 pages are utilized, not including 
psychological medicine. There are 95 
illustrations, practically all of which are 
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tracings taken with the electrocardiograph, 
the sphygmomanometer, or which represent 
temperature charts. 

It will be perceived from what we have 
said that Dr. Price has taken infinite pains 
in arranging his subjects, and we may add 
that he has been singularly fortunate in 
those to whom he has assigned them. 

Summing the matter up for our readers, 
we may state that the book is a first-rate 
source of information of medical knowledge 
as it exists at the present day, although it 
is by no means adequate in giving definite 
information as to therapeutic measures. 


THE Doctcr’s Rupatyat. By Harold L. Bates, 

M.D. The Dry Milk Company, New York, 

* 1922. 

In a small volume of twenty-seven pages, 
the author of this modern version of “The 
Rubaiyat of Omar’ has endeavored to em- 
body a description of the labors and vicis- 
situdes through which a medical man passes 
from the time that he graduates until he 
comes to the end of his career. Each verse 
is represented by a pen-and-ink sketch about 
an inch high which is designed to illustrate 
the text to which it is attached. One verse 
serves to illustrate the method and trend of 
the author: 


When to the lip of some poor earthen urn 
He leans, the secret of her shame to learn. 

As lip to ear she murmurs, “Save, oh save, 
Protect my name or else in hell I burn.” 


A TexT-B00K OF HUMAN PHySIoLocy INCLUDING A 
SECTION ON PuHysioLocic APPARATUS. By AI- 
bert P. Brubaker, A.M., M.D., LL.D. Seventh 
edition, revised and enlarged. P. Blakiston Son 
& Company, Philadelphia, 1923. Price $4.75. 
Graduates of the Jefferson Medical Col- 

lege looking back over their student days 

will recall that the author of this book was, 

and is, a very lucid instructor in this im- 

portant fundamental subject, there being 

few teachers of physiology who are able to 
convey to their pupils with so much vitality 
the facts which it is essential for them to 
thoroughly understand. 

The present edition contains 835 pages 
with 367 illustrations. Some portions of 
the text of earlier editions have been 


eliminated when they were thought no 
longer necessary. This space has been 
utilized for the inclusion of newer facts 
which have a bearing on the problems of 
clinical medicine. It has been the author’s 
custom both by word of mouth and by his 
pen to recognize that the vast majority of 
those who would use the book are to be- 
come active practitioners at the bedside. 
Special attention is paid in the present edi- 
tion to vitamins, the chemistry of the 
blood, the physiology of the heart, acidosis, 
basal metabolism, together with changes in 
the consideration of nervous and muscle 
mechanisms by which various physiological 
activities are executed. 

The excellent paper, the large type, and 
the heavy leading used by the publishers 
make the volume one which can be read and 
studied with ease. 


MepicaL DIAGNOSIS FOR THE STUDENT AND PRAC- 
TITIONER. By Charles Lyman Greene, M.D. 
Fifth edition, revised and enlarged, with 14 
colored plates and 622 other illustrations. P. 
Blakiston Son & Company, Philadelphia, 1922. 
Price $12. 

We remember only one other work deal- 
ing with medical diagnosis which in any way 
approximates the size of this one, namely, 
that of Musser. Some conception of its 
thoroughness may be had when we state 
that the index, which is in double columns 
and in small type, is so detailed as to cover 
144 pages. Toward the close of the volume 
there are a few pages devoted to a brief 
summary of the symptoms and treatment 
of acute poisoning. 

The book differs in its form from many 
others, in that, like a Biblical Concordance, 
it has a column on each page which serves 
as an index to the contents of each impor- 
tant paragraph. 

Because it is printed on handsome heavy 
paper it is a somewhat ponderous tome. 
No one can criticize the book because it 
has ignored important subjects; on the 
contrary, it is most exhaustive, yet not- 
withstanding this fact it contains a very 
definite imprint of the author’s own posi- 
tive opinions wherever he thinks an ex- 
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pression of them will add materially to the 
value of the text, and, with a frequency 
which is noteworthy, he constantly resorts 
to heavy-faced type and italics to empha- 
size points which he believes are of special 
importance. 

The book can best be described as being 
not only a work upon Diagnosis, but almost 
a book on the Practice of Medicine, includ- 
ing laboratory methods and the results of 
electrocardiographic and radiographic in- 
vestigation. The amount of labor spent in 
its compilation must have been stupendous. 


THE MicroscopicAL EXAMINATION OF FooDps AND 
Drucs. By Henry G. Greenish, F.I.C., F.L.S. 
Third edition. P. Blakiston Son & Company, 
Philadelphia, 1923. Price $4.50. 

Mr. Greenish is Professor of Pharmaceu- 
tics in the University of London and joint 
editor of the British Pharmacopeeia. Prob- 
ably only a few of our medical readers will 
be interested in his text, because it deals 
with subjects in which they have not much 
need. As a matter of fact the chief useful- 
ness of the volume will be to those who are 
engaged in the purchase and manipulation 
of approved drugs, and by those students 
of pharmacy who in the pursuit of their 
education must learn not only the basic 
facts but as many additional facts as pos- 
sible in regard not only to the gross but 
microscopical appearance of the substances 
which they are to purchase. 


Practicat Puysics. By J. A. Crowther, Sc.D. 
Oxford University Press, New York and Lon- 
don, 1922. Price $3.25. 


The author of this small volume of 260 
pages is Demonstrator of Physics in the 
Cavendish Laboratory in Cambridge, Eng- 
land. The book is divided into five parts, 
dealing with practical measurements, me- 
chanics and hydrostatics, heat, light and 
sound, magnetism and electricity, and con- 
tains in additien to the text just described 
144 experiments designed to illustrate for 
the student the points of chief importance 
in the study of this subject. Manifestly, 
from its size and scope, the book is better 
fitted as a small laboratory manual than as 
a text-book which can compete with larger 
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works. Thus the chapter on Magnetism 
and Electricity covers 78 pages, but the 
number of experiments on this subject, 
amounting to 49, cover pages from 181 


to 253. 


THe THEORY OF EMULSIONS AND EMULSIFICA- 
tions. By William Clayton, D.Sc., F.1.C., with 

a foreword by Professor F. G. Donnan, F.R.S. 

P,. Blakiston Son & Company, Philadelphia, 

1923. Price $3. 

Here we have a volume which is essen- 
tially far more interesting to the manufac- 
turing druggist or the retail druggist thar. 
it is to the practicing physician. Includ- 
ing its index it makes 160 pages, and it 
contains a bibliography which the author 
believes refers to every paper of importance 
dealing with emulsions which can be con- 
sidered useful at the present time. 


A TExtT-BOOK OF ANATOMY AND PHYSIOLOGY FOR 
TRAINING SCHOOLS AND OTHER EDUCATIONAL 
Institutions. By Elizabeth R. Bundy, M.D. 
Fifth edition, revised and enlarged by Martha 
Tracy, M.D., and Grace Watson, R.N. P. 
Blakiston Son & Company, Philadelphia, 1923. 
Price $2.50. 

Dr. Tracy has taken up the work of a 
former master, or mistress, whichever you 
please, in the revision of this well-printed 
book, which is intended, as its title indi- 
cates, not for physicians, but for those who 
are seeking some medical knowledge. How 
much medical knowledge should be im- 
parted to nurses, professional and other- ° 
wise, is one of the grave questions of the 
time, because in the vast majority of 
instances a professional nurse is better 
qualified to carry out the function of 
nursing if she is not deluded with the idea 
that she knows so much that she is justi- 
fied in exercising her own judgment as to 
what should be done. For those who be- 
lieve that nurses should be instructed in the 
elements of anatomy—that is, to a degree 
which equals the knowledge of the first 
year medical student in regard to muscles, 
bones, nerves, and lymphatics—this book 
can be recommended. It is excellently 


gotten up, and while practically none of the 
illustrations are original, they are well 
chosen. 
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NuTRITION OF MoTHER AND CHILD. By C. Ulysses 
Moore, M.D. J. B. Lippincott Company, Phila- 
delphia, 1923. Price $2. 

Dr. Moore is Instructor in Diseases of 
Children in the University of Oregon Med- 
ical School at Portland, Oregon, and has 
many opportunities as Medical Director of 
the Codperative Welfare Society of Oregon, 
and as an active pediatrist, to know what 
features of his subject should be chiefly 
emphasized in preparing a text for mothers, 
social workers, and nurses. 

The author tells us definitely in his pre- 
face that the volume is not intended to re- 
place the physician in the home, but is 
designed primarily for those without med- 
ical training, and for this reason the lan- 
guage employed is made as untechnical as 
is possible in the presentation of scientific 
facts. 

In order that the needs of those for whom 
it is written may be fully met, the author 
has called to his assistance Myrtle Jo- 
sephine Ferguson, Teacher of Domestic 


Science (and who is the Professor of Nu- 
trition in the State College at Ames, Iowa), 
who has provided the menus and recipes 
‘vhich are believed to be essential. 


Notes ON MatTertA MEpIcA, PHARMACOLOGY AND 
THERAPEUTICS FOR DENTAL STUDENTS AND PRAC- 
TITIONERS. By Frank Coleman, M.D., L.R.C.P., 
M.R.C.S., L.D.S. Oxford University Press, New 
York and London, 1922. Price $3.25. 

As the THERAPEUTIC GAZETTE has few 
subscribers amongst dentists comparatively 
speaking, we presume that our readers will 
not be particularly interested in this little 
volume, the object of which is well de- 
scribed in its title. 

Including its index it covers a little over 
300 pages, in fairly large type and well 
leaded. The author gives credit to a num- 
ber of well-known English books on ma- 
teria medica and therapeutics as having 
been of material aid to him in the prepara- 
tion of his text, which, it does not seem to 
us, possesses anything which is novel. 





Notes and Queries 


Recognizing Symptoms. 


In an editorial on this subject, Southern 
Medicine and Surgery for December, 1922, 
reminds us that during recent years a very 
great deal has been done to put hitherto 
empirical methods upon a scientific basis. 
A cause has been found for much of that 
which we once believed without knowing 
why we believed it. Diagnosis is more ac- 
curate to-day than ever in the history of 
medicine. However, so many laboratory 
tests are made, so many «-ray examinations 
and microscopical observations, that we al- 
most forget that our eyes were made to 
see and our ears to hear the things that our 
fathers learned to depend upon for reach- 
ing a decision. We should not want things 
as they once were, but we should retain all 


the good of the old to be used along with 
the good of the new. 

When Johnny comes in crying, with a 
jack-knife in one hand and a bloody finger 
on the other, the probable thing is that the 
jack-knife is responsible for the crying and 
the bloody finger. Almost any observant 
one would say so, but it really seems that 
some doctors have so completely lost the 
power of observation that the only thing 
they think of is to start Johnny on the 
rounds of the “clinic’”—to the x-ray for a 
picture, to the laboratory for a blood test, 
to the dermatologist, the neurologist, and 
what not—perhaps even to the gynecologist 
and obstetrician. Then when all of these 
send back negative reports, and the case 
history is complete, if Johnny is not al- 
ready well or gone to the chiropractor, the 
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so-called laboratory doctor in extremis 
wonders if Johnny could possibly have cut 
his finger, and not knowing what else to 
do, washes off the blood and ties a “rag”’ 
around it. 

Observation, correlation and interpreta- 
tion of symptoms would have saved for 
many doctors patients they have lost. But 
the all-important thing is that the people 
for whom the doctor lives and has his 
being would have been saved much needless 
and serious illness by having the little things 
taken in time, and would have been saved 
the great expense of going the “rounds.” 

We are failing to use our natural facul- 
ties of observation and deduction, in our 
growing dependence upon refined and elab- 
orate methods of diagnostic technique. 

Our schools are giving splendid training, 
as they should, in the genuinely serious 
ills, but they are overlooking the so-called 
little things, which will make up the great 
bulk of the average practitioner's work. In 
our zeal to discover and properly handle 
the rare cases we are overlooking the com- 
mon and to-be-expected ills. It is true, in 
our hypothetical case, that the bloody fin- 
ger may be the result of the bite of a dog 
with hydrophobia, but if a glance reveals 
the knife and we remember a little boy’s 
proclivities, and there is no dog about, why 
not first rule out the to-be-expected cause. 

We concede that most of the little things 
will get well without a doctor, but some of 
them will not. And even if they should, 
while they last they are real, and what is a 
doctor for any way, if not to help when his 
help is wanted and needed? Are people 
expected to get sick, and with just the kind 
of sickness that will best accommodate the 
doctor? 

It is a trait of human nature to demand 
sympathetic interest. We all want it, and 
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by the Eternal we will keep on looking till 
we find some one who will listen to our 
story. This listening ear and understand- 
ing heart may be legitimate or clandestine, 
but it will do good to somebody. The edu- 
cated doctor who is void of a heart interest 
in his cases will find his training little in 
demand. Often it is heard, “The people 
will have no ‘family’ doctor any more,” 
and this is lamentably true, but it is not 
because of any change in the people or 
human nature. It is because so nearly all 
the real “family doctors” have gone to their 
reward and no new ones coming on. They 
do not have them because the species is 
becoming extinct. Those of this class— 
those noble souls who really show a heart 
interest in those who confide in them—find 
their patients and families just as loyal to 
them as ever in the history of medicine or 
the history of the human race. 

Because our medical schools are teach- 
ing more and more, and the medical student 
studying more and more the scientific side 
rather than the human side of medicine, 
there has sprung up on all sides a host of 
cults — pseudo-doctors, if you please— 
whose only virtue is that they will do for 
the people those things that the educated 
physician has refused to do. 

Medical progress has indeed been won- 
derful, and we want to make it still more 
wonderful by bolstering up the weak side 
and using our scientific knowledge in the 
treatment of human beings with souls, 
rather than merely an inanimate body lik- 
ened unto a magnified test-tube. If edu- 
cated physicians will do their duty they 
will yet win back the erstwhile love, loyalty 
and respect of the people, and very soon 
put off the face of the earth every chiro- 
practor, osteopath, Christian ‘scientist, and 
quack. 








